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ABSTRACT 
 
Adolescent pregnancy is a concern worldwide and has risen at an alarming rate in 
South African societies. Many teenage pregnancies end up being aborted. Despite 
the availability of contraceptives free of charge in public institutions, unintended 
pregnancies among adolescents still persist. These unintended pregnancies result in 
a high rate of induced abortion, both safe and unsafe. The study was conducted to 
explore and describe the perceptions of adolescents regarding induced abortion in 
two public hospitals in East London, South Africa.  
METHODOLOGY 
This was a qualitative, phenomenological research study to explore the perceptions 
of adolescents regarding the induced abortion. Participants were purposively 
selected to participate in the study. Data were collected by means of individual 
interviews using interview guide in order to allow the participants to express their 
perceptions freely because of the sensitivity of the issue. Data were collected until 
saturation was reached. Saturation was reached after 24 participants were 
interviewed by the researcher.  Data analysis used Tech’s (1990) steps as outlined 
by Creswell (2014:198). Themes, categories, and subcategories were identified 
following the data analysis. 
 
FINDINGS 
All adolescents admitted having consensual unprotected sex. Engagement in early 
sexual behaviour by the adolescents was evident as their sexual debut was between 
the ages of fifteen and sixteen years. Adolescents emphasised that they had 
abortions because they had no choice. Adolescents cited poor-socio economic 
status as their main reason for having abortions. Some findings were that adolescent 
men were against abortion and they had to be persuaded by their female counter 
parts. A recurrent factor in the results was the infrequent use of contraceptives, 
including condoms by the adolescents. This indicated that adolescents practised 
unsafe sex, with little or no regard for sexual transmitted diseases including Human 
Immune Deficiency Virus and Acquired Immune Deficiency Syndrome (HIV and 
AIDS). The results also indicated poor treatment by the nursing staff at the family 
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planning clinics. This poor treatment resulted in adolescents not attending family 
planning clinics. This led to adolescents using abortion as the only method of 
contraception. Shortage of staff was a contributing factor to the poor treatment of 
adolescents in the family planning clinics. Adolescents cited that contraception at the 
clinics is not prioritised. The participants suggested that they should be reminded 
when to come to the clinic for family planning.  
CONCLUSIONS 
Perceptions of reasons for adolescents choosing induced abortion ranges from 
psychosocial to socio-economic reasons. The knowledge of participants of what was 
happening to them and what they were doing seemed adequate. The perceptions of 
the adolescents regarding induced abortion were that abortion is wrong, against their 
morals as they are Christians; they use abortion because they have no choice due to 
their poor socio-economic status. The strategies to reduce the unintended pregnancy 
through the proper management of the contraception programmes, including the 
change in negative attitudes of health care providers in the family planning clinics 
could yield positive results.  
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                                                CHAPTER 1  
1.1 INTRODUCTION  
 
The Choice of Termination of Pregnancy Act, Act NO.92 of 1996 as amended; 
established a women’s right to abortion on request through the twelve weeks of 
gestation. The Choice of Termination of Pregnancy Act allows for abortion from 13-
20 weeks’ gestation, if a continuing pregnancy would pose a risk to the woman’s 
mental or physical health, if pregnancy would end in the birth of an infant with mental 
or physical abnormalities, or if the pregnancy resulted from incest or rape, or if 
carrying the pregnancy to term would significantly affect the woman’s socio-
economic situation. Abortion later in the gestation period, is permitted only if the 
pregnancy would endanger the woman’s life or result in severe foetal malformations 
or if there is risk of foetal injury (Dickson-Tetteh & Billings 2002:144). 
The above assertion about gestational age of abortion is supported by Harries, 
Stinson and Orner (2009:2) who state that abortion is a time- restricted health 
service which provides greater access to safe abortion and reduces the public health 
burden of unsafe abortion.  Since the legislation on abortion in South Africa in 1997, 
there has been an increase in the number of abortions performed both legally and 
illegally, to such an extent that 40 thousand legal abortions were performed in the 
first three years after the legislation was enacted compared with between 8 hundred 
and one thousand performed under the previous legislation (Jewkes, Rees, Dickson, 
Brown & Levin 2004:355).  
In nearly all developed countries (as classified by United Nations Population 
Division), safe abortions are legally available upon request or on broad social and 
economic grounds; and services are generally accessible to most women. However, 
in most developing countries with few exceptions, access to safe abortion is limited 
to a restricted number of narrow conditions. In countries where abortion is legally 
highly restricted, unequal access to safe abortion may result.  In such contexts, 
abortions that meet safety requirements may become the privilege of the rich, while 
poor women may have little choice but to resort to unsafe providers, which may 
cause disability and death. Unsafe abortion is defined by the World Health 
Organisation as a procedure for terminating an unintended pregnancy, carried out 
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either by persons lacking the necessary skills or in an environment that does not 
conform to minimal medical standards, or both (World Health Organisation 2012:18). 
Constant, Grossman, Lince and Harries (2014:302) further confirm that unsafe 
abortion practices include some or all of the following: absence of pre-abortion 
counselling, induction by an unskilled provider, procedures undertaken in an 
unhygienic condition, ingestion of traditional medication or hazardous substances, 
and the use of physical devices or incorrect prescriptions for medication with 
inadequate instructions for use and no follow-up.  
The researcher has noted that the lack of contraceptive use or its proper use has 
resulted in a high rate of both safe and unsafe induced abortions. In 2007, the 
prevalence of contraceptive use was 63% globally among women of the reproductive 
age of 15-49 years who were married or in a cohabiting union. The use of a modern 
method was about 7% lower, at 56%. Contraceptive prevalence has risen globally in 
all regions, although it remains low in Africa, at 28% for all methods, and 22% for 
modern methods. The prevalence is even lower in the Sub-Saharan region, where in 
2007 the use of any contraceptive method was 21%, while the use of modern 
methods was15%. Recent data from 12 countries in Eastern Europe and central Asia 
where induced abortion used to be the main method for regulating fertility, show that 
where the use of modern contraceptive methods is high, the incidence of induced 
abortion is low (World Health Organisation 2012:22).  
Whether abortion is legally more restricted or available on request, a woman’s 
likelihood of having an unintended pregnancy and seeking induced abortion is about 
the same. The World Health Organisation further states that, the legal status of 
abortion has no effect on the woman’s need for an abortion, but dramatically affects 
her access to safe abortion. Therefore safe abortion services, as provided by law, 
need to be available and accessible for all women. However legal restrictions, 
together with other barriers, mean that many women induce abortion themselves or 
seek abortion from unskilled providers. Advances in medical practice in general, and 
the advent of safe and effective technologies and skills to perform induced abortion 
could eliminate unsafe abortion and related deaths entirely, yet 22 million abortions  
continue to be unsafe each year, resulting in the death of an estimated 47 thousand 
women. Where legislation allows abortion under broad indications, the incidence of 
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and complications from unsafe abortion are generally lower than where abortion is 
legally restricted (World Health Organisation 2012:17). 
1.2  RESEARCH PROBLEM 
 
It is observed that despite the Choice of Termination of Pregnancy Act, Act NO.92 of 
1996 as amended; and the fact that contraceptives that are given free in the public 
clinics and hospitals, adolescents still having many unwanted and unintended 
pregnancies. This is manifested by a high rate of induced abortion, using both safe 
and unsafe methods, which suggests that induced abortion is used as the main 
method for regulating fertility. The high rate of induced abortions suggests that there 
is an increase in the number of unintended pregnancies resulting from the decline in 
any kind contraception use. Evidence also suggests that adolescents face a higher 
risk of complications and death because of pregnancy than older women. Another 
concern is the unmet need for family planning. Overall, 11% of women in developing 
countries report an unmet need for family planning (World Health Organisation 
2012:22).  
In sub Saharan Africa and among the less developed countries, an unmet need for 
family planning is reported by one in four women in the reproductive age group of 15 
- 49 years. Women will continue to face unintended pregnancies as long as their 
family planning needs are not met. Unmet needs for family planning is broadly 
defined as the number of women who want to avoid or postpone pregnancies but are 
not using any method of contraception (World Health Organisation 2012:22-23).  
1.3 THE PURPOSE OF THE STUDY  
 
The main purpose of this study was to explore and describe the perceptions of 
adolescents regarding induced abortion in terms of the causes, effects and support 
mechanisms for induced abortion, in order to inform health policy interventions on 
curbing the high rate of abortion among adolescents in East London, South Africa. 
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1.4  RESEARCH OBJECTIVES 
 
The objectives of the study were: 
 To explore and describe the factors responsible for the high rate of induced 
abortion among adolescents in East London. 
 To explore and describe the effects of induced abortion on adolescents in East 
London. 
 To explore and describe the barriers to utilisation of contraceptives among 
adolescents in East London. 
 To explore and describe the availability of support systems during and after 
induced abortion among adolescents in East London. 
 
1.5  RESEARCH QUESTIONS 
The research question framed was: 
What are your perceptions regarding induced abortion? 
There is one broad open ended research question for this research study. 
Commonly qualitative research explores ideas and does not necessarily have 
predetermined questions at the outset. The use of one broad research question 
defines qualitative research as a process of discovery where the researcher should 
not be constrained by narrow research questions, but instead should be sufficiently 
flexible to absorb and interpret multiple realities in a natural setting (Streubert& 
Carpenter 2011) as cited by (Lipp &Forthergill2015:e15). The above assertion is 
agreed by Schneider, Whitehead, Elliott, LoBiondo-Wood, and Haber (2007:24) who 
state that, in effect, the reality is not fixed and is constructed by naturally occurring 
events and situations. For this reason, qualitative research is sometimes referred to 
as the “constructivist research” as it is based on the belief that how we see things 
‘’constructs’’ how we experience our reality or world (Rees 2011:44). 
 
1.6  SIGNIFICANCE OF THE STUDY 
No research seemed to have ever been conducted which seeks to understand the 
perceptions of adolescents regarding the induced abortion in two public hospitals in 
the area of East London, Eastern Cape, South Africa.   
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The study might come up with evidence based practise. Evidence based practise 
might assist the health care providers to give a holistic care to all patients. 
The study might come up with the most important knowledge necessary to reduce 
the high number of induced abortion which is seen worldwide. Reduction in abortion 
will contribute in the reduction of complications associated with induced abortion 
such as death.   
The importance of shared experiences during individually face to face interviews 
might empower the adolescents on issues regarding induced abortion. This will also 
aid in the reduction of the high number of induced abortion.  
The study might benefit the society at large as the results of the study will be made 
available to policy makers. This will make it possible for policy makers to come up 
with new ideas on the abortion, and to monitor implementation of all policies in this 
regard.  
1.7  DEFINITION OF OPERATIONAL TERMS 
 
The following terms are referred to and used throughout the course of the study. 
These definitions are designed to give clarity and meaning to the study and to avoid 
confusion with competing definitions (Rees 2011:229). 
1.7.1 Perceptions and experiences  
 
Perceptions are defined as a state of seeing or are an opinion (Oxford English-
Xhosa Dictionary2008). In the proposed study, perceptions are the understanding of 
the adolescents of induced abortion based on their experience. For clarity of the 
above statement, Goldenson (1984:543) refers to perceptions as’’ the awareness of 
objects, relationships and events via senses, including, such activities as 
recognising, observing and discriminating. These activities enable us to organise and 
interpret the stimuli we receive into meaningful knowledge of the world’’. There is a 
link between perceptions and experience of adolescents as perceptions are based 
on experience. For the purpose of the study, perceptions refer to those processes 
through which we give meaning to the information our senses from the environment. 
Perception involves the selection, organisation and interpretation of stimuli (Louw & 
Edwards 2015:121). Experience is an event that is lived through or undergone 
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(Goldenson1984:275). Louw and Edwards (2015:160) state that a person’s 
perceptual set is formed by factors such as experience and expectations. The above 
assertion indicates that experience gives rise to perceptions; hence different people 
can perceive the same stimuli but produce such different interpretations Louw & 
(Edwards 2015:160). In this case perceptions are interpreted experiences.  
1.7.2 Adolescence 
 
Adolescence is the period between ten and nineteen years of age, further subdivided 
into early adolescence, ten to fourteen years and late adolescence, fifteen to 
nineteen years (Mda, O’Mahony, Yogeswaran & Wright 2013:2). In this study the 
word adolescent means adolescents of 15 to 19 years of age. 
  
1.7.3 Teenager   
 
This is a young person in his or her teens. This period of psychosexual development 
starts at about ten and continues to nineteen (Williams & Mavundla 1999:59). The 
words teenager and adolescent are used interchangeably under normal 
circumstances. In this study, the word ‘teenager’ has been used when taken from 
studies that have investigated teenagers, and the term has been used in the study.  
1.7.4 Induced abortion 
 
Induced abortion is the termination of pregnancy before the age of viability (Awopetu 
& Fasanmi 2011:4263).  
Mnyanda (2013:5) explains induced abortion as,” the child is not even born and the 
pregnancy is interrupted.” In this study, induced abortion refers to the termination of 
the unborn foetus, whether by legal or illegal procedures (safe or unsafe abortion). 
1.8 THEORETICAL MODEL/FRAMEWORK 
 
A framework is an overall conceptual underpinning of a study. In many cases a 
framework for a study is not explicit, but rather implicit (Polit & Beck 2004:118). The 
overall purpose of theoretical and conceptual frameworks is to make research 
findings meaningful and generalisable. Theories allow the researchers to knit 
together observations and facts in an orderly scheme. Theories and models can 
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guide the researcher’s understanding of not only the ‘what’ of natural phenomena but 
also the ‘why’ of their occurrence (Polit & Beck 2004:119-120). Burns and Grove 
(2009:724) define the theory as an integrated set of defined concepts and existence 
statements, and relational statements that present a view of a phenomenon and can 
be used to describe, explain, predict, and control that phenomenon (Rees 2011:24).  
This study was guided by Dorothy Johnson’s Behavioural Systems Model Fitzpatrick 
and Whall (1983: 117-134) which addresses the interaction between the Man, the 
environment and the internal forces.  According to the framework, there are factors in 
the environment that act as stimuli together with the individual’s internal forces. 
According to this theory adolescent sexual behaviour can be seen engaging in new 
behaviours in an effort to maintain a balance because of environmental stimuli and 
internal forces. In this theory, Behavioural Systems Model, Johnson identifies person 
or man as a behavioural system, which means that he or she is identified by his or 
her actions and behaviours which have consequences. These actions and 
behaviours are regulated by biological, psychological and sociological factors.  
This theory is relevant if the research is to address the issues of adolescents as they 
are also behavioural systems. The adolescent experiment with many aspects of life, 
take on new challenges and investigate how sectors connect. Their developing skills 
play a major role as they risks and learn to understand and value consequences of 
their behaviour. Experimenting with new behaviours and feelings can encourage 
more complex thinking, increase confidence and develop their ability to assess and 
undertake risks in future(Ponton,1998) as cited by (Bezuidenhout2010:71). Early 
sexual behaviour, pregnancy and the intention to abort are associated with the risks 
and consequences that are referred to above. Pregnancy results in instability and 
disequilibrium in the adolescent. Abortion is aimed at maintaining stability and 
equilibrium. The adolescent will need the assistance of the nurse or in some cases 
another person to do abortion. The author of the theory indicates that when instability 
or disequilibrium is evident in the behavioural system, nursing is an external 
regulator to assist the person to regain stability or equilibrium (Fitzpatrick & Whall 
1983:118). Equilibrium is defined as ”stabilised but more or less transitory, resting 
state in which the individual is in harmony with himself or the environment” 
(Fitzpatrick & Whall 1983:124) Nursing is defined as the unique function of the nurse 
to assist individuals, sick or well, in performance of those activities contributing to 
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health or its recovery that they would perform unaided if they had the necessary 
strength, will or knowledge, and to do this in such a way as to help them gain 
independence as rapidly as possible (Fitzpatrick & Whall 1983:88. The above theory 
summarises the reasons for the behaviour of the adolescent and thus guiding the 
study.  
 Another theory used in this study is the Theory of Reasoned Action. The relevance 
of this theory is that it indicates that this theory is a social cognitive model that 
provides a framework for understanding an individual’s voluntary behaviour. This 
theory also guided the study as it highlights that there is an intention to perform 
behaviour and that the behaviour is voluntary (sexual activity, and the intention to 
abort). In Theory of Reasoned Action the behaviour is a result of cognitive process 
independent of individual’s development stages or chronological age (Doswell, 
Baxter, Cha & Kim 2011: e46). This assertion is in contradiction to what is said by 
(Bezuidenhout 2010:71) above.  
 
Figure 1; below illustrates the adapted and modified DOROTHY JOHNSON’S 
BEHAVIOURAL MODEL.  
 
 
  
 
 
 
 
 
  
  
 
Environment that supports early 
sexual behaviour 
Goal of nursing is concerned 
with the person as a total 
entity (equilibrium) 
Positive attitude of adolescents 
about early sexual behaviour, 
(gratification and procreation are 
dual functions of sexual 
Pregnancy as a consequence 
of sexual behaviour, disturbs 
the system causing a state of 
disequilibrium 
ABORTION 
Support and encouragement 
from partner, friends and 
family 
 Efforts to maintain system balance 
/equilibrium (new behaviours) 
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1.9 OUTLINE OF THE STUDY 
The background to the study, problem statement, aim, objectives, research 
questions, significance of the study, and definitions of key operational terms and 
theoretical framework of the study are described and presented in Chapter 1. The 
chapter also describes the way the research has been arranged. 
Chapter 2 is comprised of the literature review. In this chapter, the following aspects 
are addressed: introduction, literature search, causes of induced abortion, age at first 
sexual encounter, related statistics, and strategies to reduce high rate of induced 
abortion consequences of induced abortion and related statistics. 
Chapter 3 describes the research methodology of the study. It covers the study 
design, research settings, population, sampling and sample size, the research 
instruments, the validity and reliability of the instruments, data collection and ethical 
considerations. Finally, the data analysis is described. 
Chapter 4 presents the results of the study and the discussion of the findings. 
In Chapter 5, a summary of the pertinent findings, together with the limitations, are 
presented. This is followed by the conclusions and recommendations. 
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CHAPTER 2 
LITERATURE REVIEW 
2.1  INTRODUCTION 
 
This chapter reviews literature pertaining to Perceptions of adolescents regarding 
induced abortion in two public hospitals in East London.  
   
2.2  LITERATURE SEARCH   
 
The literature search concentrates on the following areas pertaining to induced 
abortion: causes of induced abortion, age at first sexual encounter, consequences of 
induced abortion,  related statistics and strategies to reduce high rate of induced 
abortion. The following research engines were used for literature search; Google, 
Google scholar, Yahoo, Pub med, Ebcohost, Sabinet and Science Direct. In 
qualitative research literature review may be found in separate sections, included in 
the introduction or thread throughout the study (Creswell 2014:28). In qualitative 
research literature should be used sparingly in the beginning to frame the problem, 
the literature does not guide the study but becomes an aid once the patterns or 
categories have been identified (Creswell 2014:29).  
2.2.1	Causes of induced abort 
		
 
Ngwena (2013:404) identified that the underlying causes of unsafe abortion are 
multi-layered. Reasons for seeking abortions are widely and include socio-economic 
concerns and poverty, no support from the partner, disruption of education and 
employment, family building preferences (including the need to postpone child 
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bearing), relationship problems with the husband or partner, risk to maternal or foetal 
health, and pregnancy resulting from rape or incest, poor access to contraceptives 
and contraceptive failure. (Ngwena (2013:404) continues the causative role of 
restrictive laws cannot be ignored: highly restrictive laws drive women to unsafe 
abortion services offered by unskilled providers. He further states that, Cape Verde, 
South Africa, Tunisia and Zambia are the only countries that explicitly recognise 
socio- economic circumstances or a mere request as grounds for abortion. Parallel 
to what is said above, Loi, Gemzell-Danielsson, Faxelid and Allvin (2015:2) state 
those women, particularly adolescent women and those who are poor often lack 
information about the legal status of abortion in their country and where to seek safe 
abortion services. The above authors add that adolescents may lack decision- 
making power and the money to seek safe abortion services.  
However, Malter (2013) states that young women have a particularly difficult time in 
accessing family planning services and that both married and unmarried sexually 
active women aged 15-24 years do not use contraceptives. This puts them at  
considerable risk of unwanted pregnancy and is closely linked to much higher than 
average induced abortion rates. The above author further states that induced 
abortion rates are highest among adolescents aged 15-19 years (44% per 
thousand).  
The Eastern Cape Province is faced with increasing daily numbers of adolescents 
coming for the termination of pregnancies and with complications resulting from 
illegal abortions (Mnyanda 2013:5). Research as to why adolescents are 
experiencing unwanted pregnancies. In some schools 60-70% of pupils are pregnant 
and it was argued that this is associated with things like gang activities, coercion and 
substance abuse. A 2006 survey identified that 30% of girls reported that their first 
sexual experience was forced or under threat of force (Mnyanda 2013:9).  
 The fact of violent relationships experienced by adolescents is further reported by 
Macleod & Tracey (2010:27) who indicate that the young pregnant women 
experience significantly more violence in their relationships and were more likely to 
have been forced to have sex on the first occasion. Despite the commonness of 
gender–based violence, both teenage girls and boys are generally active and willing 
to participate in their sexual relationships (Jewkes, Morrell, & Christofides 2009:678). 
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Feminists believe that choosing to abort an unwanted pregnancy might increase a 
woman’s sense of control over her own body and her life (Faure & Loxton2003:28). 
 Mda, O’Mahony, Yogeswaran and Wright (2013:2) state that, although adolescents 
have a low disease incidence and mortality; exploration, opportunity and risk-taking 
behaviour are common characteristics of these groups. Mda et al. (2013:2) report 
that negative consequences of adolescents’ risk taking behaviour include unintended 
pregnancies, abortions, sexually  transmitted infections like Human Immune Virus 
(HIV), and Acquired Immune Deficiency Syndrome (AIDS), substance use and 
abuse and injuries.  
2.2.2 Age at first sexual encounter 
 
Mnyanda (2013:8) shows that the mean age for sexual debut among young girls is 
reported to be between the ages of 13 -15 years.  A survey that included young 
people from six provinces showed that 90% females and 97% males from the 
Eastern Cape had had sex. 
 Parallel to the above, Macleod and Tracey (2010:27) state that the median age for 
sexual intercourse among their participants was 17.  In contrast, the above authors 
state that 97% of women reported they first had intercourse before the age of 13,  
27% of those of the ages 13 and 14 also reported non- consent to coitus. 
Research on teenage sexuality, mostly conducted amongst African youth, shows 
that young boys report their first experience at a younger age than women do. By the 
age of 17, half of the teenagers are sexual active (Jewkes et al. 2009:678). In 
addition, Woods and Jewkes (2006:109), state that 35% of women experience 
pregnancy before the age 20 years  
2.2.3 Consequences of induced abortion 
 
Awopetu and Fasanmi (2011:4264) state that the age at which young undergraduate 
women involve themselves in abortion in Nigeria and other developing countries is 
worrisome considering the risks they expose themselves to.  
Grimes, Benson, Singh, Romero, Ganatra, Okonofua and Shah (2006:8) argue that 
the direct and indirect costs of treating abortion complications impoverish the health 
care systems, and consequently drain the struggling economies. These authors 
Formatted: Font: Bold
Commented [SM14]: This suggests that they all came to the 
Eastern Cape to have sex. Is that what you mean? 
   
  13   
 
suggest that adolescents face higher risks of complications and death as a result of 
pregnancy than older women (Grimes et al. 2006:4).  
 Whether legal or illegal, abortion is usually stigmatised and frequently censured by 
political, religious or other leaders. Hence, under reporting is routine even in 
countries where abortion is legally available (Grimes et al. 2006: 8). 
Unsafe abortion has life impacting implications for women. While death is the most 
serious consequence, the toll from unsafe abortion reverberates beyond women’s 
lives (Ngwena 2011:404). Dickson-Tetteh and Billings (2002:144) state that in South 
Africa 425 women die each year in public hospitals while being treated for 
complications resulting from clandestine, unsafe abortions. According to these 
authors, 45 thousand women are admitted to public hospitals each year with 
incomplete abortion and at least one third of them have medical complications 
related to unsafe abortion. Teenage pregnancy is believed to be bad for the society’s 
economy, the situation “when children have children” (Mnyanda 2013:5).  
2.2.4 Related statistics 
 
The rate of teenage pregnancy in the United States is twice the rate in England, 
France and Canada, almost 3 times as high as Sweden and 7 times as high as in the 
Netherlands. Approximately 46% of these pregnancies result in live births, 41% are 
aborted and the remainder end up in miscarriage or still birth (Awopetu & Fasanmi 
2011:4263).  
In a study conducted in Woilata, Ethiopia 96% of the abortions were induced 
(Galaye, Taye & Mekonen 2014:4). Shah and Ahman (2012:169) states that 22 
million women worldwide have unsafe abortions, almost all occur in the developing 
countries, and that in 3.2 million unsafe abortions in young women aged 15-19 years 
world-wide, almost 50% are in African regions.  Awopetu and Fasanmi (2011:4263) 
state that in Nigeria 760 000 abortions occur annually despite the country’s 
restrictive abortion laws.  
A study carried out in South Africa in 2005 shows that despite good geographical 
access to termination of pregnancy facilities and extensive provision of first trimester 
terminations, women were still illegally aborting, using a variety of old and new 
methods. In Kalafong Hospital, Pretoria, despite a busy first trimester abortion unit, 
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monitoring of the early impact of the new legislation revealed that there was a 
decrease in the number of patients with abortion morbidity (infections and 
perforations) but no decrease in the number of incomplete abortions. This suggests 
that women were using safer methods in the community, possibly misoprostol 
(Jewkes, Gumede, Westaway, Dickson, Brown & Rees 2005:1237).  
 There is no dearth of information on the topic of abortion.  This indicates that a lot of 
work has been done on topics related to induced abortion and teenage pregnancy, in 
the Eastern Cape and globally, although no work has been done on the perceptions 
of adolescents about induced abortion in the two hospitals investigated in East 
London. However, the research shows that there has been no major improvement or 
decline on the need for induced abortion.  
The lack of decline in the number of induced abortions of unintended or unwanted 
pregnancy means that more work still needs to be done to reduce these. The 
literature search was carried out at the end of the study process so as not to 
influence the findings. Despite this, the literature review has met the philosophical 
underpinning of the study and has fulfilled the objectives of the study (Lipp and 
Forthergill2015:e15).  
  
2.2.5 Strategies to reduce high rate of induced abortion 
 
Ngwena (2013:404) suggests that ultimately the underlying reasons for induced 
abortion require a holistic response involving ensuring adequate knowledge about, 
and equitable access to, contraception for the prevention of unwanted pregnancy. 
 In agreement with the above, proposed strategies include education about the use 
of contraceptives  that focuses on making information about contraceptives more 
accessible and includes programmes that empower teenage girls and boys in the 
area of sexuality.  In addition, strategies should include applying the law of underage 
drinking, empowerment of parents or parent mentorship programs on sexuality 
(Mnyanda 2013:5)  
A study by Pedersen and Mastekaasa (2011:1025) in Oslo highlights that services 
available in Norway, such as mandatory education about sexuality and contraception 
are provided in the schools. They further indicate that contraceptives and sexual 
Commented [SM16]: I’m not sure what you mean. Check that 
this is correct 
Commented [SM17]: I’m not sure what you mean or where this 
sentence fits – check that I’ve got it correct! 
   
  15   
 
health services for youth are easily available; furthermore, the abortion issue has 
received considerable attention in public policy in Norway.  
(Grimes et al. (2006:8) suggest that “ending the silent pandemic of unsafe abortion is 
an urgent public–health and human rights imperative, as with other more visible 
global-health issues, this scourge threatens women.” Adolescence is a critical stage 
for targeting young adolescents for primary prevention of induced abortion. 
Mda et al. (2013:2) suggest that adolescents should be targeted for primary 
prevention of unintended pregnancy, sexual transmitted infection and Human 
Immune Virus and acquired Immune Deficiency Syndrome. 
There is a growing consensus that unsafe induced abortion is an important cause of 
maternal death that can, and should, be prevented through promotion of sexuality 
education, family planning, safe abortion services and post- abortion care in all 
abortion services (World Health Organisation 2012:18). 
Older editions have been used in some parts of the study, for example, Fitzpatrick 
and Whall (1983), Vlok (1984) and Goldenson (1984), just to mention a few; in the 
literature to aid in clarification of certain aspects of the topic. Use of older editions 
has no issue in qualitative research. This is agreed by Lipp and Fothergill(2015:e15) 
when they say, use of older editions  is in keeping with the premise that some 
qualitative research would be discovering new areas of knowledge that had not 
previously been explored or could draw seminal texts, which may be considered 
dated.  
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                                                CHAPTER 3 
 
RESEARCH METHODOLOGY 
3.1  INTRODUCTION 
The research design and methodology chapter focuses on the research design and 
methods used to gain insight into the phenomenon under study. It includes the study 
approach, research design, study setting, study population, sample and sampling 
methods, data collection, data analysis and ethical considerations.  
3.2  RESEARCH DESIGN 
 
This study uses a qualitative, phenomenological research design to explore the 
perceptions of adolescents regarding induced abortion in East London, South Africa. 
Phenomenology attempts to understand the essential nature of peoples’ experiences 
and interpretations of key features in their life so that the core essence of a concept 
can be revealed. The core essence according to Polit and Beck (2008:227) is what 
makes the phenomenon what it is, and without which it would not be what it is (Rees 
2011:50). 
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Two phenomenological approaches; these two main types of phenomenological 
approaches are Husserlian and Heideggerian traditions. Husselian approach 
originated from a German Philosopher founder Husserl (1859-1938) who is credited 
as a founder of the 20th century phenomenology. Husserl desire was to seek an 
alternative to the positivism that would intergrade the world of science along the real 
world of people. For Husserl, human beings were subjects in the world of objects 
and it was the study of those objects that he called phenomenology. From this he 
developed one of the two main schools of phenomenology, a descriptive 
phenomenology and was primary interested in the question ’’what do we know’’. He 
believed that the understanding about intuition, judgment and thus logic and truth 
emerged as a result of reflecting upon the experience of life. Husserl 
phenomenology is epistemological in nature. That is, it is concerned with asking 
questions of knowledge about objects gained through conscious awareness. 
Heideggerian phenomenology; Heidegger (1889-1976) was a pupil and a colleague 
of Husserl. Heidegger questioned the relationship between consciousness and 
objects and thus diverged significantly from Husserl’s interpretation. Heidegger’s 
assertion helped form the other main school of phenomenological philosophy 
(interpretive phenomenology). For Heidegger the practical situatedness of human 
experience is his most important premise. Heidegger focused his efforts on the study 
of person’s practical situatedness of human experience and towards understanding 
of the necessary conditions for people being or existing in their world. Heidegger’s 
phenomenology is ontological in nature. This means that it seeks to understand the 
conditions whereby human beings can understand their existence and therefore 
nature and meaning of being. Heidegger asserts that people are aware of their own 
existence and question what it means to be them in or outside their own world. Thus 
people are capable of questioning the meaning of their experiences of being. 
 The researcher in this study has utilised the Husserlian approach. This approach is 
epistemiological in nature, meaning that this approach is a descriptive 
phenomenology. Question that utilise Husserlian approach are epistemiological 
questions of knowing ‘’how is this phenomenon known’’? Studies using this approach 
utilise bracketing (distancing oneself from the interpretation of the phenomenon 
through suspending all biases and preconceived beliefs) of both the researcher’s 
and the participant’s prior knowledge of phenomenon (Schneider et al. 2007:109-
111), (Rees 2011:50-51).  
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Qualitative research methods rely on text and image data, have unique steps in data 
analysis and draw diverse research designs. Qualitative methods partly requires 
educating the readers as to the intent of qualitative research, mentioning specific 
designs and carefully reflecting on the role the researcher plays in the study. It 
involves using specific protocols for recording data, analysing information through 
multiple steps of analysis, mentioning approaches for documenting the accuracy or 
validity of data collected and addressing sensitive ethical issues (Creswell 
2014:183). Lipp and Fothergill (2015:e14) state that the advantage of qualitative 
research is that it forms an important evidence base for nursing.  
 
 
3.3  RESEARCH SETTING 
This study was conducted at two public hospitals in East London. For the purpose of 
anonymity the hospitals will be designated hospital A and B. Hospital A is a large, 
provincial, government-funded hospital situated in Mdantsane, a township on the 
outskirts of East London, Eastern Cape, South Africa.  It is a teaching hospital and 
forms part of the East London Hospital Complex. The hospital comprises several 
departments: Trauma and Emergency, Obstetrics and Gynaecology, Surgery, 
Internal Medicine, Anti-Retroviral Clinic for adults and children, Anaesthetics, 
Paediatrics Surgery, Family Medicine, Psychiatry, Dermatology, Otolaryngology 
(ENT), Ophthalmology and a Burns Unit. Other facilities include an operating theatre, 
an intensive care unit for adult, paediatric and neonatal patients and the high care 
wards for general and obstetric patients. Allied health services offered include: 
Physiotherapy, Occupational Therapy, Speech and Language Therapy. Hospital B is 
also a large government- funded hospital situated in East London, Eastern Cape, 
South Africa with the all the characteristics of hospital A except  that Hospital A is in 
a semi urban area and hospital B is in an urban area. Hospital A and B receive 
patients from all over the Eastern Cape.  
3.4  POPULATION 
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The population for the study is adolescents who have undergone induced 
abortions; some have had safe and some have had unsafe. The target population 
includes adolescents with a previous history of induced abortion (both safe and 
unsafe induced abortion) aged between 15 and 19.  
3.5 THE SAMPLE AND SAMPLING METHODS 
 
Sampling is the process of choosing suitable “units” of interest so that the focus of 
the study can be adequately researched (Schneider et al. 2007:123). Babbie and 
Mouton (2009:180) further state that sampling is the process of selecting the sample 
from the population so as to obtain information regarding a phenomenon in a way 
that represents the population of interest. The study sample was selected using the 
purposive sampling technique. The purposive sampling technique provides 
information-rich cases for in-depth study. Purposive sampling is sometimes referred 
to as judgmental sampling. The researcher selects people who have the required 
status or experience or are endowed with special knowledge to provide the 
researcher with the vital information she seeks (Schneider et al. 2007:124).  The 
researcher selected the sample adolescents to gain insight into and understanding of 
the perceptions of adolescents regarding induced abortion. Purposive sampling 
techniques are a form of non –probability sampling commonly used in qualitative 
research, where selection is based on the researcher’s judgement of the suitability of 
the participants to answer the research questions. 
  
3.5.1 Inclusion and exclusion criteria 
 
Participants were included in the study if they had a history of induced abortion and 
were aged between 15 and 19 years.  Participants who had experienced threatened 
or spontaneous abortions were excluded from the study. All participants must be 
willing to participate and must be emotional stable, as abortion is a very emotional 
issue. 
 
3.5.2 Sample size 
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There are no overall formal criteria for determining sample sizes and, therefore, no 
rules to suggest when a sample size is small or large enough for the task at hand. 
Essentially, in a qualitative study, the “richness” of data collected is far more 
important than the number of participants. However, the researcher still requires 
insight into the size most likely to accommodate this required richness. 
The sample size in qualitative research should be judged in context and decided on 
the basis of rationale and purpose. The sample is deemed suitable when data 
becomes theoretically saturated or when no new information is being gained. Unlike 
quantitative research, there are no rigid or established rules for deciding on the 
“best” sample size (Schneider et al. 2007:125). In this study, the researcher 
continued to interview adolescents until the data were saturated, meaning that until 
there are no new ideas that are generated. The sample size at which saturation was 
reached was 24 participants. 
 
 
 
3.5.3 Preparation for interviews 
 
The researcher made it a point that the participants were well prepared and 
comfortable during the interviews so as to get their full co-operation. The interviews 
took place in the admission wards and the lying in wards in the two public hospitals. 
The participants were identified by the sister-in charge from a group of adolescents 
who were in the queue after counselling, just before counselling and when signing 
the consent forms which are overseen by a professional nurse. Some participants 
were selected when coming individually from the lying-in wards for contraceptive 
counselling, also by   professional nurse.  
The World Health Organisation (2012:52) states that all women should receive 
contraceptive information and be offered counselling for all methods of post- abortion 
contraception, including emergency contraception, before leaving the health –care 
facility. The researcher ensured that the interview venue was exposed to minimal 
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distraction and noise, and that a private room was used to afford the participants 
privacy so that they could focus on the interview process.  
The purpose of the interview was clearly explained to all the participants individually 
and each was informed of what was expected of them. The format of the interviews 
was discussed, the interview question was made clear to the participants and they 
were encouraged to ask questions. Rees (2011:32) emphasises that the role of the 
research question is absolutely central to the development of a successful research 
and so a great deal of effort is placed on getting the research question right  
The participants were assured repeatedly of the ethical issues and their rights during 
the interview. Due to the sensitivity of the issue, it was not possible for the 
researcher to publicly explain the consent forms, the information sheets or to inform 
participants that they could withdraw from participation any time they wished, with no 
fear recrimination. The use of a private room, attending to each participant 
individually, and on a face-to  face basis, allowed each participant enough time to 
ask questions freely, and to be given all the necessary information related to the 
interviews without fear of being ridiculed. The terms of confidentiality were 
addressed frequently so that the participants felt protected.  
 All adolescents who were 18 and 19 years old and signed the consent forms were 
interviewed. For participants younger than 18 the consent form was signed by their 
parents or guardian to give a go - ahead to the researcher to continue with the 
interviews. It should be remembered that only adolescents who were brought by their 
parents whose consent forms were signed by their parents and were under the age 
of 18 years. From the age of 12years, adolescents are allowed to sign their consent 
forms if they would like to keep abortion a secret from their parents as abortion is a 
sensitive issue. Permission was also obtained from the participants to tape record 
and take notes during the interviews. Participants were informed about the duration 
of the interviews, which was thirty to forty-five minutes and the time frame was 
adhered to. Rees (2011:135) supports the concept of informing participants about 
the duration of the interviews. This ensures that participants will not be worried about 
other responsibilities or obligations that may distract them from the interviews 
process.  
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At the end of each interview, the researcher suggested that the participants note the 
contact details of the study supervisor and the medical superintendents of both 
hospitals so as to be able to report any improper handling by the researcher, but the 
participants refused, saying that there was no need. They said that they had no 
complaints about the researcher. In depth interviews were conducted with the 
participants. Kirkman, Rowe, Hardiman, and Rosenthal (2011:122) confirm the 
correctness of the use of interviews as the most appropriate means of seeking to 
understand the women’s perspectives.  
3.5.4 Research instrument 
 
Direct data was collected using semi structured in–depth interviews guided by the 
researcher. A probing method of asking questions was used. The impact of the 
researcher in data gathering has led Rees (2011:47) to describe the researcher in 
qualitative research as the tool of data collection or research instrument, in that the 
researcher decides on what should be regarded as data and what should be 
highlighted through the analysis and presentation of the findings  
 
 Creswell (2014:185) regards the researcher as the key instrument. He states that 
qualitative researchers collect data themselves through examining documents, 
observing behaviour or interviewing participants.  
He further explains that qualitative researchers tend use a protocol for data 
collection, but that the researchers themselves are the ones who actually gather the 
information. They tend not to use or rely on questionnaires or instruments developed 
by other researchers. This is confirmed by Rees (2011:46), when he states that in 
qualitative research  the researcher does not develop a structured tool for data 
collection based on the literature review, or use a tool that has been validated in 
previous research. This is because the researcher attempts to keep an open mind as 
to what may be important in the study.  Each interview or period of observation is 
different and not standardised as in quantitative research, which seeks to ensure 
consistency. Schneider et al. (2007:111) further observe that the researcher needs 
to be able to encourage exploration of the interviewed person’s personal meaning of 
the experience of the phenomenon and then to ask for concrete examples that may 
help illuminate the meaning. The semi-structured interview guide consisting of one 
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open-ended question related to the perceptions of adolescents regarding induced 
abortion was as follows:  
 
What are your perceptions regarding induced abortion? 
 
3.6  PILOT STUDY 
 
A pilot study is a smaller version of proposed study, conducted to refine the 
methodology. It is developed in a similar way to the proposed study, using similar 
subjects, the same setting and the same data collection and analysis techniques 
(Burns & Grove 2001:48). A pilot study is an intentionally smaller version of a study 
with a limited sample size or group where the primary purpose is to test methods and 
procedures of a study before the full implementation of the study. Although its 
purpose usually relates to assessing the accuracy of the data collection tool, it 
should be used to consider a range of factors.  
These include the feasibility of the study in terms of resources, time, availability of 
subjects, their willingness to participate and the support required from others to 
facilitate data collection. All of these needs to be assessed before a total, and 
perhaps expensive, commitment to the study are made (Rees 2011:38). The pilot 
study was carried out to check all of the above and to make any necessary 
adjustments.  
 The pilot study is also conducted to check the feasibility of the procedures or the 
proposed instrument (Schneider et al. 2007:342). The interviews and the semi-
structured interview guide were piloted on adolescents who had just had an induced 
abortion and on those who had come to the units for post -abortion care and who 
were not be part of the actual study, until saturation was reached. There was no 
need to make alterations to the interviews as the interview guide was clear. However 
after the pilot study it was clear that the duration of the interviews needed be 
changed to 30 – 45 minutes. Saturation was reached after five adolescents in the 
pilot study. The researcher collected data personally. Data were analysed manually 
and sent to the supervisor, who recommended that the researcher proceed from the 
pilot study to actual data collection.  The results gathered in the pilot study were also 
analysed to test the way they would be processed in the actual study. The major 
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outcomes of the pilot study were assessed for reliability of the data collection tool. 
The study provided the researcher the opportunity to practise using the tool.  
3.7 DATA COLLECTION 
 
Owing to the sensitivity of the subject matter and respect for the privacy of 
participants, individual face to face interviews were chosen as the most appropriate 
method for data collection (Harries, Cooper, Strebel & Colvin 2014:3). Rees 
(2011:57) states that in carrying out qualitative research, one ethical dilemma is the 
emotional closeness established between the researcher and the participants. The 
research instrument in the form of a semi structured interview guide with open –
ended questions was used.  This included probes for potential additional issues that 
might emerge as important concerns, categories and sub categories. The researcher 
dressed in civvies, not in uniform, so that she would not display a superior status to 
participants. This is confirmed by Creswell (2014:188) who states that when 
researchers collect data in a superior role to participants, the information may be 
convenient and easy to collect, but it may not be accurate and may jeorpadise the 
roles of the researchers and participants. All of the interviews were conducted in 
English as per request of the participants as they were all scholars. However, they 
were free to switch to IsiXhosa when they wanted to; this was accepted by the 
researcher as she understands both languages. The IsiXhosa responses were 
translated into English by the researcher. Understanding the language used is very 
important in phenomenological research, for both the researcher and the participant, 
as this method strives to understand a person’s perceptions rather than to provide a 
causal explanation (Schneider et al. 2007:108). The above authors further state that 
language is accepted as a means of understanding others’ perceptions of the 
phenomenon.  
The researcher made it a point that the participants possessed the required 
knowledge to answer the questions that the researcher was interested in. This was 
made possible by sample selection, non- probability sampling, purposive sampling, 
the availability of gate keepers and the inclusion criteria.  After the explanation of the 
whole process, going through all the documents regarding the research, and the 
signing of the consent form, responding to questions and concerns and general 
discussions, if any, depending on the individual client, the participants were more 
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relaxed and their honest opinions were ensured and it was seen that they were not 
open to any bias. (Schneider et al. 2007:342).  
The issue of comfort in interviews is very important. Schneider et al. (2007:127) 
maintain that in the interview process, participants need to be made to feel as 
comfortable as possible. All adolescents were very confident and clear about what 
they wanted to do and very keen for the interview.  All of the above contributed to the 
accuracy of the data collected. Lipp (2011:894) confirms that the sample selection 
should be sufficiently detailed for the reader to be able to determine that the 
research was conducted based on the participant’s ability to contribute to the study.  
The interviews lasted for about thirty to forty -five minutes and were held in a private 
room, in the settings in which abortions are performed. This method of data 
collection is supported by Creswell (2014:185) who states that qualitative 
researchers tend to collect data in the field where participants perceived the issue or 
a problem under study.  They do not bring individuals to a lab, nor do they send out 
instruments for the individuals to complete. The “Do not disturb boards” were posted 
on the door to ensure that there were no interruptions, this also contributed to the 
credibility of the study. Tissues and a jug of water were placed in the room, in case 
the situation became difficult. The adolescents were asked open ended questions 
and their responses were followed by probes when necessary. At times individuals 
were asked to explain their ideas in more detail or to elaborate on what they had 
said. All interviews were digitally recorded with the participants’ consent. In addition, 
hand written notes were taken.  
Rees (2011:135) states that both written and audio recording of data have 
advantages and disadvantages. Writing notes are not as intimidating as using an 
audio recorder and the interviewer do not have to worry about background noise 
affecting the recording. There is also little risk of the technology letting the 
researcher down; the disadvantage of writing is the inability to maintain eye contact 
with the participants. Note taking can feel somewhat like taking a police statement 
rather than an interview. There is also an inevitable loss of information as it is rarely 
possible to write down everything that is said. Advantages of audio recorder include 
the ability to concentrate on conversation and to maintain eye contact (Rees 
2011:136).  
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 It is recommended that hand written notes be taken, in case the recording 
equipment fails (Creswell 2014:194). Socio demographic data were collected prior to 
the interviews.  These included gender, age and religious affiliation (Harries et al. 
2014:3).  
The participants were assured that they would not be identified by names, facility or 
any other identifier possible in any form of dissemination, including publication. A 
final thank –you statement was made by the researcher to each participant at the 
end of each interview to acknowledge and show appreciation of the time the 
interviewees spent during the interview (Creswell 2014:194). All data were closely 
controlled and stored in a closed cupboard. All interview recordings were 
downloaded to a personal computer which is pass-word protected. They will be kept 
for two years before being destroyed. Digital recordings were erased once they had 
been cross checked after data transcription.  
Only adolescents who had a written consent form from their parents (adolescents 
under the age of 18 years), those who were brought by their parents or adolescents 
who had signed their own consent form (18 to 19 years) were interviewed. It should 
be remembered that adolescents 12 years and above has the right to sign her 
consent to abortion if is not accompanied by a parent as abortion is a sensitive issue 
which sometimes is not shared with parents. Confidentiality and anonymity was 
maintained using a private room, and by not having names on any of the interview 
material.  It was not easy for the researcher to collect data everyday due to the 
sensitivity of issue sometimes she  was confronted with anxious adolescents who did  
not want to be identified in any way, such as the ward, giving any information to 
anybody or to be seen talking to anybody.  Sometimes the researcher noted that it 
was very busy in the ward, especially in the lying-in wards which are very busy most 
of the time. To avoid disruption of the smooth running of the ward, the research 
process had to be abandoned for a day or two before resuming again. Schneider et 
al. (2007:9) state that the integrity and honesty of the researcher is critical in 
conducting the interview, reporting and publishing the studies. It means that in a 
variety of situations confronting the researcher, the researcher’s ethics are important, 
and the researcher must stick to the research obligations to ensure the credibility of 
the study.  
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3.8 ETHICAL CONSIDERATIONS 
 
Ethical and legal issues in research are concerned with the protection of human 
participants for whom there are ethical codes and legal regulations to ensure the 
absence or minimisation of harm, trauma, anxiety or discomfort (Schneider et al. 
2007:81). In agreement with the above, Hamel (1990:31) states that field research 
concerns itself with conditions or forces that impinge on people and describes 
patterns of attitudes, behavior,  physical and psychological reactions within people. 
As a result of such an enquiry, discoveries are made offering people the opportunity 
for improving their physical, biological and psychological well-being.  The above 
author further explains that in spite of the benefits of field work research, ethical 
issues are of concern because of the investigative nature and the study of human 
subjects.  For example, the use of surveys, documentary evidence, observations and 
interviews raise ethical questions for researchers.   
 
Ethical approval from the University of Fort Hare was obtained to undertake the 
study (Annexure A). Child accent template (Annexure B) all children participating in 
research project must give accent to them participating. 
Approval to conduct a study in a public sector health care facility was obtained from 
the Eastern Cape Provincial Department of Health (Annexure C). Further approval 
was provided by the clinical governance of both the two Public Hospitals to gain 
entrance into the hospitals (Annexure D). All the study participants provided written 
consent forms after all the processes had been followed and prior to the interview 
process.  
Informed consent was obtained from adolescents who were 18-19 years old and 
from parents or guardians of those who were 15-16 years old brought by their 
parents (Annexure E). Participation was voluntary and participants were informed 
that they could withdraw from the study at any time should they feel uncomfortable. 
Permission was also obtained for digital recordings of the interview process. 
Confidentiality and anonymity were ensured as there were no names on any of the 
interview process forms.  Dignity and respect were also ensured by addressing 
participants politely and treating them with care, and ensuring that they were not 
coerced into doing anything they did not want to. All data were controlled and stored 
in a password protected computer files (Harries, Cooper, Strebel &Colvin 2014:3). 
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Language in the research project was also edited by a qualified language editor 
(Annexure F). Interview guide which guide (Annexure G) and a transcript of the 
interview (Annexure H).  
The following are some of the ethical issues that were considered by the researcher. 
3.8.1 Voluntary participation 
 
Consent to participate was obtained after the participants had been given essential 
information about the study. The researcher explained the purpose of the study and 
individual participants were informed of the risks involved and the benefits of the 
study (Schneider et al. 2007:81). Written consent and the information sheet were 
explained and participants were informed that they were free to participate, they 
could withdraw at any time and there would be no punishment or recrimination for 
that. 
3.8.2 Respect for autonomy and individual responsibility (informed consent). 
 
The participants were asked if they would take part in the study on the understanding 
that they had the right to refuse, and the right to withdraw from the research at any 
time. The researchers acknowledged that the participants were capable of deciding 
what was to happen to them. The researcher ensured that autonomy was exercised, 
participants were not be coerced, and there was no undue influence and external 
restraint when making decisions. The researcher show respect at all times.  
Sufficient information was given about the study, answering questions and about the 
consent form. The researcher determined whether a person was competent to 
consent before asking them to participate (Schneider et al. 2007:83-84). The 
researcher allowed appropriate time for each interview. Interviews were not rushed 
or stopped before they are naturally completed (Schneider et al. 2007:127). The 
consent forms were obtained from the parent as well; the rights of parents to refuse 
participation by their children were highlighted and the researcher interviewed the 
adolescents herself.  
 
3.8.3 Respect for privacy, anonymity and confidentiality 
 
The researcher interview took place in a private room, and participants were made 
aware that other people could not hear the conversation. The researcher kept 
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matters private ensuring that other people were not aware of what they were doing 
and that no one had access to the material. Anonymity in qualitative study can be 
challenging as the researcher meets the participants face-to-face and needs to 
develop rapport with them in order to elicit information.  This may result in ethical 
dilemma of emotional closeness established between the researcher and the 
participants (Rees 2011:57). There are no names on data collection material, only 
age and gender.  The researcher ensured that the data was stored under lock and 
key. No names were recorded on any audiotaped interview, and if someone other 
than the researcher transcribed them the participant had the right to know. In 
addition, the transcriber would sign a confidentiality declaration (Schneider et al. 
2007:86-87). In this study the researcher did everything herself. Access to data 
collection material was limited to the researcher only. Transcripts were kept in a 
locked cabinet. 
3.8.4 Respect for justice 
 
Justice relates to fair treatment and equal distribution of benefits. The researcher 
ensured that sampling was inclusive and that those selected represented the 
diversity of the population (Rees 2011:110). Participants were chosen because they 
meet the inclusion criteria (Schneider et al. 2007:88). The researcher explained the 
research process fully. The risk and benefits of the study were distributed fairly 
among participants. There were no personal benefit for participating in the study, but 
the emotional risks that come with the sensitivity of the issue were control equally. 
Maintenance of privacy, attention to participants individually, noise control, provision 
of water, counseling and assessment by a ward professional nurse for emotional 
readiness to participate were some of the measure to alleviate emotional risks. The 
research proposal, information sheet and consent forms were clearly explained, as 
well as the participants’ involvement, the research procedure and the researcher’s 
role and responsibilities, so that the participants know clearly what they were 
agreeing to. Research procedures would not change without the consent of the 
participants if they were to be changed (Schneider et al. 2007:87). 
3.8.5 Beneficence 
 
This principle means doing good, acts of kindness or goodness and avoiding harm. 
The researcher avoided any out of the ordinary exposure to physical injury, 
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psychological distress, social disadvantage or invasion of privacy. Lines of 
questioning that might induce fear, anxiety, and sadness or other distressing emotion 
to participants were minimised (Schneider et al. 2007:88). This principle is of 
particular importance when researching sensitive subjects. Participants were also 
afforded the opportunity to have the phone numbers of people connected to the 
research study for the purpose of debriefing if they had been adversely affected by 
the interview. 
 
3.8.6 Risk-benefit ratio 
 
The researcher did not understate the potential risk to participants. Prospective 
participants were fully informed about the study and the probability of the risks 
involved. This information was made clear before the consent was sought 
(Schneider et al. 2007:88).  
3.8.7 Respect for human vulnerability and personal integrity 
 
Post induced abortion, adolescents are more susceptible to physical and 
psychological hurt or injury. The researcher respected and protected these people, 
paying attention to their humanness, acknowledging who they are and treating them 
well (Schneider et al. 2007:88). The researcher took proactive steps such as posting 
“do not disturb” signs on the entrance to the room and telephones and pagers were 
switched off. Telephones and pagers were switched off. Recording tapes, 
information sheets, tissues and beverages were available. In cases where the 
situation became stressful, the interviews were stopped or paused, as well as if the 
interviewee wished it or if the interviewer sensed that the participant was becoming 
too tired or distressed. This meant setting up new appointment. It should be 
remembered that no single interview should last for more than one to two hours as 
interview fatigue is likely to occur. In the present study the interviews lasted for thirty 
– forty five minutes. Probing techniques called ‘laddered’ questioning was used; this 
is where appropriate questions are asked in a series leading from the least intrusive 
to the more intrusive. Questions about actions are deemed to be least intrusive, and 
questions about philosophy (feelings, values, beliefs) as most intrusive (Schneider et 
al. 2007:88). 
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3.8.8 Respect for cultural diversity 
 
The researcher acknowledged that people are from different cultural groups. The 
cultural nature of groups was not restricted to ethnicity but also to include sexual 
orientation, religious affiliation, employment status, disability and age (Schneider et 
al. 2007:90). The researcher respected  every culture and listened to the different 
peoples’ expectations. 
 
 
3.9  RIGOUR AND TRUSTWORTHINESS 
 
There is no agreed way yet amongst qualitative researchers about how to ensure or 
evaluate, the ‘rightness or correctness’ of the results or findings of a qualitative 
study, often termed ‘rigour for quantitative research’ (Schneider et al. 2007:148)  
Rigour in qualitative research is very important. To be a credible source of 
knowledge, a qualitative research needs to have rigour (Lipp 2011:894). Qualitative 
researchers must ensure that their work is carried out ethically and rigorously 
(Rees2011:56).  Rigour is the extent to which the researcher has actively sought to 
carry out the study to a high standard (Schneider et al. 2007:123)  
The researcher used Chioviti and Piran’s 2003 standard of rigour for the research in 
which the terms credibility, auditability, and fittingness are used (Lipp & 
Fothergill2015:16). Schneider et al. (2007:149) state that Guba and Lincoln (1989) 
suggest a parallel relationship with traditional methodological criteria. These are 
credibility with internal validity, auditability or dependability with reliability, fittingness, 
or transferability with external validity and conformability with objectivity. To ensure 
trustworthiness, the researcher checked every step of the research process.  
Trustworthiness is said to have been satisfied if the following can be satisfied: 
credibility, dependability or auditability, conformability and transferability, also known 
as fittingness (Rees 2011:72-73). 
3.9.1 Credibility 
 
This relates to whether the details of the study are believable and appear accurate. 
The researcher described the research process thoroughly to the participants, and 
the way of asking questions was sufficiently clear to ensure that the participants 
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were able to reflect on the perceptions of their lived experience so as to ensure the 
authenticity of the information.  
Due to the sensitivity of the issue, it was not possible for the participants to be 
afforded an opportunity to check the data and interpretation material. If possible, this 
should have been done by the researcher to ensure that the transcriptions could be 
recognised by those who were  involved as true and accurate,  this is used to aid 
rigour, it is called ‘members check’ where those involved in the study are called to 
confirm the accuracy of the researcher’s transcription or interpretation (Rees 
2011:72). The researcher listened to audiotapes of the interviews, and compared 
transcribed and translated data for accuracy and completeness (Mda, O’Mahony, 
Yogeswaran & Wright, and 2013:3). 
  
3.9.2 Dependability/Auditability 
 
Dependability or auditability illustrates the researcher’s decision- making process 
and allows the reader to see how she developed the category headings and themes 
from the analysis of the interviews. The researcher should give examples of what 
was categorised under the theme heading, so that the reader could be confident 
about the extensive data that the researcher used to develop this analysis. Credible 
research studies are more likely to be dependable (Rees 2011:73). The transcripts 
were proof read and the information was sorted into categories, subthemes and 
themes to form a story (Creswell 2014:200). The element of dependability should 
take the form of an audit trail for the reader to follow, showing how the raw data 
systematically and consistently led to category headings that were applied in the 
same way to the same elements (Rees 2011:74).  
 
3.9.3 Conformability 
 
This provides support for the researcher’s ideas, to show they are not preconceived 
ideas or subjective views but can be shown to be taken from the findings of the study 
(Rees 2011:73). The researcher used the process of bracketing to avoid influencing 
the research findings. Bracketing assisted the researcher not to make judgments 
about what the participants were saying, and remain opened to data as it is revealed. 
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The research should meet the criteria of audibility, credibility, and fittingness, then 
conformability is achieved (Rees 2011:229).  
3.9.4 Transferability /Generalisability 
 
Although qualitative research cannot be generalised to other situations in the same 
way as quantitative research, there is still a desire that the insights or interpretations 
may be useful in other settings. Usefulness of a study in other settings is also called 
`fittingness` (Rees 2011:73). This is confirmed by Lipp (2011:894) when saying that 
although, qualitative study is not generalisable in the quantitative sense, it is hoped 
that the reader will be able to draw meaning from the data by applying findings to 
their own experience in the form of fittingness. 
The concept of `fittingness` suggests that there may be wider issues and principles 
that are transferable to other settings, providing analysis that relates to similar 
situations (Rees 2011:74). Creswell (2014:203) maintains that the term “generalise” 
is used in a limited way in qualitative research, since the intent of the qualitative form 
of enquiry is not to generalise findings to individuals, sites or places outside of those 
under study. The above author further states that ‘’the value of qualitative research 
lies in the particular description and themes developed in the context of a specific 
site. Particularity, rather than generalisability is the hallmark of good qualitative 
research (Creswell 2014:203). Although this study cannot be transferred the same 
way as in the quantitative sense, future researchers can apply the aspect of this 
study to similar situation.  
 
3.10 DATA ANALYSIS  
 
The audiotapes were listened to repeatedly and transcribed verbatim; reference was 
also made to hand written notes. The analysis was data driven. All responses were 
read over and over to gain a sense of what was happening. During the interviews, 
important responses were noted, and communication and feelings expressed by the 
respondents were observed and recorded. The researcher used participants’ own 
words rather than interpreting what was said or done (Rees 2011:70). The 
researcher used a process of bracketing, that is, remained neutral and setting aside 
all previous knowledge and beliefs about the phenomenon under study.  
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Bracketing assists researchers not to make subjective judgements about what is 
being said or observed (Rees 2011:228). Rees (2011:58) further states that, usually 
in the method section there will be details about the procedure followed to analyse 
the findings. This may be named after someone’s approach to analysis, such as van 
Manen, Giorgi, or Colaizzi, all of whom are regularly used as guides to data analysis. 
The analysis of data in this study followed Tech’s eight steps (1990) of data analysis,  
outlined by Creswell (2014:198) and described below:  the data analysis was sorted 
into categories and themes to form a story (Creswell 2014:200). The researcher 
hand coded the data. This was a preferred method to a computer data analysis 
program. Hand-coding is laborious and time-consuming, however advantageous to a 
novice researcher (Creswell 2014:195). In this research; hand-coding was done and 
was guided by Tech’s steps (1990) as outlined by Creswell (2014:198):                                                                                                          
 “Get a sense of the whole interview by reading through all the transcripts 
carefully, jot down some ideas as they come to mind as you read.  
 Pick the most interesting interview and consider its content. 
 Categorise topics as major, unique and left overs, abbreviating the topics as 
codes next to appropriate segments of the text, and try out preliminary 
organisation schemes to see whether new categories and codes emerge. 
 Find the descriptive wording for the topics and turn them into categories and 
group topics that relate to each other in order to reduce the total list of categories.  
 Make a final decision on the abbreviation of each other category and place codes 
in alphabetical order. 
 Assemble data belonging to each category in one place and perform a 
preliminary analysis. 
 Transform field notes and develop them into short hand narratives. 
 Nonverbal observations made during interviews should be elaborated and given 
meaning”.  
 The transcripts were proof read and placed in categories. The interviews were 
analysed and themes were established. Themes, categories, and subcategories 
were identified following the data analysis. Because text and image data are so 
dense and rich, not all of the information can be used in a qualitative study. Thus, in 
the analysis of the information, researchers need to “winnow’’ the data, a process of 
focusing on some of the data and disregarding other parts of it. This process, too, is 
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different from quantitative research in which researchers go to great length to 
preserve all of the data and reconstruct or replace missing data (Creswell 2014:195). 
In this study, most of the data was considered  unique and important and was 
regarded in the data analysis. The researcher used hand coding, and was guided by 
Tech’s steps (1990) as outlined by Creswell (2014:198) and this assured that the 
decision trail used by the researcher to determine how raw data was processed into 
categories and presented in the results section. This also contributed to auditability. 
That is, given the same data it should be possible, following the decision trail to 
arrive at similar categories and conclusions (Rees 2011:70). 
  
 
 
 
 
 
 
 
 
 
CHAPTER 4 
FINDINGS 
4.1 INTRODUCTION 
 
This chapter presents the findings of the research which were obtained through 
content of data that were collected. Themes identified were derived from data 
collected, including narratives from participants. This chapter will discuss the findings 
which will be supported by direct quotes from the participants (Creswell 2014:28). 
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These findings include quotes from short or embedded passages, dialogue that 
reflects the culture of participants, their language and sensitivity to their culture or 
ethnicity, and interweaving words from participants (Creswell 2014: 204). The 
questions we ask at this stage is,’’ what were the lessons learned? This chapter 
focuses on interpretation and discussion of findings (Creswell2014:201). 
 
4.2 DEMOGRAPHIC DATA 
	
The study population included 24 participants aged 15-19 years who were admitted 
to the two public hospitals in East London for induced abortions or with a previous 
history of induced abortion. All participants were South Africans, from urban and 
rural communities, and from all over the Eastern Cape. The respondents were 
between 15 and 19 years of age and were in high school, in tertiary institution, some 
were already working as they had dropped out of education system  
4.3  EMERGING THEMES  
 
Six main themes emerged from the data analysis and these themes are as follows: 
Factors contributing to induced abortion; Psychological effects of induced abortion; 
Barriers to contraceptives; Nature of relationship with significant others; Failure to 
come for abortion at the correct gestational age of twelve weeks; and possible 
intervention strategies. The themes were further classified into categories and sub- 
categories.  
Themes appear as headings and are major findings in qualitative studies and are 
used as findings in the findings sections. They should display multiple perspectives 
from individuals and be supported by diverse quotations from specific individuals. 
Beyond identifying themes during the coding process, qualitative researchers can do 
much with themes to build additional layers of complex analysis. For example, 
researchers interconnect themes into a story line as in narratives, or develop them 
into theoretical models, as in grounded theory or they may be shaped into a general 
description as in phenomenology (Creswell 2014:199-200). Many qualitative 
researchers also use visuals, figures, or tables as adjuncts to the discussion 
(Creswell 2014:200). The researcher uses tables in the study.  
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Table 4.1 Themes, categories and subcategories regarding research about the 
perceptions of adolescents regarding induced abortion in public hospitals in East 
London. The table is presented in the presentation of themes to visually show how 
the coding was undertaken, thus offering a clear explanation of how the categories 
were derived from the data. The researcher made the right decisions on the 
selection of themes, categories and subcategories, as these were manifest in all 
adolescents interviewed (Lipp & Fothergill 2015:e16).  
Table 4.1:  Summary of Themes, categories and subcategories emerging from perceptions of 
induced abortion by adolescents 
Main  Themes Categories Subcategories 
1. Factors contributing 
 to induced  abortion 
Poor socio - economic 
status 
 Still at school cannot afford a child. 
   Parents struggling to afford. 
   Cannot afford a second child still 
struggling with the first one.   
   Both parents are not working. 
   Supported by the aunt 
   Biological father passed on, the 
child has no financial support. 
   Employment, used to support 
myself. 
 Psychosocial factors  Biological parents have passed on 
or mother has deserted the child.  
   Cared for by the grandmother. 
   Fear of disappointing a  parent or 
guardian  
   Fear of dropping out of school or 
losing employment. 
   Fear  doomed future   
   Fear that the other child may suffer 
   Fear of disappointing a parent 
 Unwanted or unintended  
pregnancy   
 Not wanting the child, having a child 
already 
   Unintended pregnancy 
   Abortion is the only solution  
 Low contraceptive use  
including condom 
 Not using any form of contraceptive 
including condoms 
 
2. Psychological  effects of 
induced abortion 
Guilt, regret, sadness and 
stress 
 Carelessness 
   Against Christianity 
   Against morals 
   Abortion very bad 
   God wont forgive  this  
   Sleepless nights/night mares 
    
   Lack of concentration, they   
   Abortion is the only choice   
   Abortion is like killing  
3. Barriers to contraceptives Family structure  Lack of parental supervision,  
   Poor parenting  
   Absent parent.  
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 Psychological barriers    Lack of responsibility 
   Carelessness 
   Excitement 
   Never thought about pregnancy 
   Forgetting to go  to the clinic on the 
date of contraception 
   Condom breaking, partners not 
telling each other 
 Unmet need for family 
planning 
 Believed contraceptive make them 
fat. 
 Beliefs about 
contraceptives  
 Failed by contraceptives, once used 
got sick.  
   Contraceptives cause infertility. 
 
4.  Nature of relationships 
with the significant others   
Support system available  Adolescents have spoken to their 
siblings, friends and their partner 
about the decision to have an 
abortion and are supported in many 
ways. 
 Attitude of the partner  Partners are against the abortion.   
 Attitude of the parents  Parents of older adolescents are     
against abortion.  
   Parents of younger adolescents are 
not against abortion 
 
5. Failure to come for 
abortion at the correct 
gestational age of twelve 
weeks 
Failure to acknowledge 
pregnancy 
 Not sure about the pregnancy  
 Poor decision making as to 
whether to abort or not 
 Still weighing available options 
   Difficult decision to take 
 Inaccessibility   Lack of information 
   Lack of resources 
   Long waiting list 
6. Possible intervention 
strategies     
Proper use of 
contraceptives  
 Use contraceptives properly 
(Compliance) 
   Use  implants 
   Use of Intra-uterine device   
   Use of condom  
   Abstinence  
   More out lets be available, not only 
clinics, for contraceptives.  
 Suggestions to improve  
 service delivery at the 
family planning clinic 
 Provision of dedicated  skilled staff 
to deal with adolescents 
   Attract adolescents to the clinic  
   Use of young people to deal with 
adolescents 
   Treat adolescents like human 
beings, should not be punished for 
coming for contraception 
 Competence of staff  Provision of training and skills  
   Protocols and guidelines in place in 
the clinics 
   Assistance needed  to adhere to the 
dates of family planning. 
 
 Supervision and tracing of 
contraceptive defaulters 
 Protocols, policies and guidelines 
be in place in the clinics to 
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supervise and trace  
   Assist adolescents to adhere - must 
be reminded of the dates for getting 
their family planning methods    
  
4.4 DISCUSION OF FINDINGS 
 
4.4.1 Factors contributing to induced abortion 
 
Adolescents perceived the following factors as contributing to induced abortion, poor 
socio- economic, psychosocial status, unwanted or unintended pregnancy, as well 
as low contraceptive or condom use.  
4.4.1.1 Poor socio- economic status 
Most adolescents perceived poor socio - economic factors as the main reason for 
having an  abortion. A poor socio – economic status relates to factors such as the 
child is still at school and cannot afford a child,  parents are struggling to afford a 
child, the participants has a child already and cannot afford a second child, both 
parents are not working, supported by the aunt, the child has no financial support 
and fear of losing employment. This view is supported by Orner, de Bruyn, Harries 
and Cooper (2010:47) who indicate that women repeatedly raised economic 
hardship as a prime reason for wanting an abortion. This assertion is also confirmed 
by Vlok (1984:136) when he says, the success of family planning programme is 
influenced by socio-economic status of the people, their literacy rate, their infant 
mortality rate, the degree of urbanisation, sophistication and emancipation of 
women, the density of population and cultural beliefs of the people. This is confirmed 
by Grimes et al. (2006:2) who state that reasons for having abortions are varied 
socio-economic concerns, including poverty, disruption of education or employment.  
In accordance with the above views, in the current study most adolescents 
interviewed were still at school with no source of income; some were studying with 
bursaries; others had dropped out of school and were employed. All adolescents 
interviewed desperately wanted an abortion for various reasons and did not want to 
be confused by what their parents were going to say, and thus kept the decision to 
abort a secret. 
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 Harries et al. (2007:5) state that some women were clear in their intent to have an 
abortion, others felt conflicted and undecided. In the same vein, Pedersen and 
Mastekaasa (2011:1025) point out that research on teenage pregnancy and abortion 
has primarily focused on socio- economic disadvantages. However a few studies 
suggest that the risk of unwanted pregnancy is related to conduct disorders. Conduct 
disorder symptoms according to these authors, relates to early adolescent 
aggression, vandalism, and rule breaking, and these may persist throughout the 
teenage years and early adult years.  
These types of conduct disorder symptoms are referred to as a homotypic pattern. 
Another type of conduct disorder identified by these authors occurs when tendencies 
such as adolescent aggression, vandalism and rule breaking are expressed in new 
ways later in life, and this type is called heterotypic pattern (Pedersen & Mastekaasa, 
2011:1026). Mnyanda (2013:1) cautions that teenagers would not be able to fulfil the 
social and economic demands which come with parenting and this would lead to 
socio- economic problems. In line with the above, Doswell et al. (2011: e 45) state 
that teen motherhood is linked to limited access to education and thus to poverty.  
Poor socio-economic status is defined as the position of an individual or group which 
is determined by a combination or interaction of social and economic factors such as 
income, amount and kind of education, type of occupation, place of residence, and in 
some areas ethnic, nationality, or religious back ground (Goldenson 1984:694).  
 
Hospital A; Participant 1.  
 For example, participants said, “At home we are dependent on my aunt’s pension 
money; therefore, I cannot afford another child.” 
Hospital A; Participant 2.  
“If I keep this child my future will be doomed as there is nobody working at home. I 
am still at school because I want to have a bright future”, a participant said. 
Pedersen and Mastekaasa (2011:1026) confirmed that the most risk factor for early 
pregnancy was lower socio-economic, while family disruption, school problems and 
dropout were also consistent predators.  
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4.4.1.2 Psychosocial factors 
 
Other perceptions of the adolescents are psychosocial factors such as, biological 
parents have passed on or the mother has deserted the child, she is cared for by the 
grandmother, she fears disappointing a parent or guardian, she fears dropping out of 
school or losing employment, she fears a doomed future, she fears that the other 
child may suffer and the fear of disappointing a parent. This is agreed by Kirkman et 
al. (2011:124) by saying, in their study one participant indicated that her parent 
would be probably disappointed that she got pregnant and then be disappointed that 
she had it aborted. 
 In the same study, another participant stated that her pregnancy at an early age 
made her feel like a scum in the family; that she had let her family down (Kirkman et 
al. 2011:124). The above authors point out that in a study done in the UK, it was 
found that women felt that they had failed themselves and their families by getting 
pregnant. Other contributions made by these authors on the issue of psychosocial 
factors are that it was common to hear the participants say that they had 
disappointed themselves and others by an injudicious pregnancy. Some women 
feared their parents and were surprised by their support, but still felt they had 
disappointed them state these authors. Psychosocial factors are social situations, 
relationships, and pressures that have psychological effects (Goldenson1984:608). 
 
 
  Hospital A; Participant 1.  
 A participant said:”I do not want to disappoint my grandmother, I do not have my 
parents, my father passed on and my mother deserted me, I do not know her 
(crying). I am crying because if my mother was around these were not going to 
happen”. 
4.4.1.3 Unwanted or unintended pregnancy 
 
It emerged from the perceptions of  adolescents that they seek abortion because 
they do not want children.  Some adolescents have had a child already and did not 
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plan second one. According to the adolescents, the pregnancies that end up in 
induced abortion were -unwanted and unintended. The plight of unwanted pregnancy 
is confirmed by Macleod (2011:161) as she urges political leaders and health 
agencies to shift away from obsession with adolescent pregnancy and towards 
preventing unwanted pregnancy among all ages –that is a move away from 
demographic scape goating towards problem analysis. In a research that was done 
as to why adolescent are having unwanted pregnancies? The research continues, 
that somehow there were schools where 60% -70% of pupils were pregnant, and it 
was argued that there is no doubt that it is associated with gang like activities, 
coercion and substance abuse. 
 It was also added that according to a 2006 survey, 30% of girls in South Africa said 
they their first sexual experience was force or under threat of force (Mnyanda 
2013:9). Macleod and Tracy (2010:27) indicate that young pregnant women 
experience significantly more violence in their relationships and were more likely to 
have been forced to have sex for the first time. Parallel to the above statements, one 
of the participants in the current study indicated that her boyfriend told her to show 
love, and that his patience was running out. This was perceived by the adolescent as 
a force to have sex for the first time, though reluctant to have sex, she did not want 
to lose her boyfriend and agreed.   
Adolescents may perceive themselves as unstable and little suited for the task of 
motherhood. Thus the resolution of an unwanted pregnancy may be an ambiguous 
phenomenon for some young girls (Perdersen & Mastekaasa 2011:1026). To 
support this idea, Macleod and Tracy (2010:19) state that unintended is not, the 
same as unwanted. A distinction is made between the three categories of 
wantedness of pregnancy, namely: wanted at the time of conception, wanted later 
and wanted no more. Macleod and Tracy (2010:19) make further distinction between 
unplanned, unintended, and unwanted pregnancy. They say that conceptualising 
and defining these terms can be complex. According to them a relatively reliable 
indicator of the unwantedness of pregnancy, for whatever reason, is termination. In 
the present study adolescents of 18 to 19 years of age had not told their parents or 
guardians about their decisions to abort because they said their parents would not 
allow them to do it, and they did not want to be confused by what their parents would 
say to them.  They indicated that in the long run, they would tell their parents or 
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guardians about what they had done, thinking that that might ease their feelings of 
guilt. 
In agreement, Kirkman et al. (2011:126) state that several women felt guilty about 
having an abortion, because they had family members on assisted conception 
programs. The decision to terminate was really horrible but once the family members 
were told later on they became understanding and supportive. The above authors’ 
further state that, women experience unexpected pregnancy as a rare event that left 
them feeling a lack of control over their lives and a sense of diminished social status. 
Kirkman et al. (2011:124) state that the pregnancy often occurred at what women 
described as the wrong time, such as too soon after another birth, before the woman 
felt ready to take on the responsibility of motherhood or in the absence of a 
committed relationship. The above authors highlight that one participant said that 
unplanned pregnancy was not a good thing. Another participant in the same study 
envisaged an unplanned pregnancy as potentially ruining her life. One participant in 
the same study concluded that aborting an unplanned pregnancy was a mature 
decision, and a necessary one.  
Mushwana, Monareng, Richter and Muller (2015:10) state that adolescents perceive 
pregnancy as something which is unintended. Pregnancy is often associated with 
individual characteristics such as knowledge, maturity, skills and age at first 
intercourse. These authors also state that adolescent pregnancy brings change to 
the lives of young girls, and in most instances, negative social consequences such 
as, dropping out of school, and interrupting their education.  
 In contrast to a study done by Wood and Jewkes (2006:111), the above authors 
maintain that there is pressure among adolescents to get pregnant at an early age. 
According to these authors, many girls describe the importance of proving fertility in 
order to attain status and acceptance as a woman. In the current study, adolescents 
stressed that they were not pressured into pregnancy and abortion and the issue of 
proving fertility was not mentioned as most of them were  pregnant for the second 
time.  
Pedersen and Mastekaasa (2011:1026) indicate that the adolescent confirmed that 
their pregnancies were unintended and unwanted. However, none of the adolescents 
were using any form of contraception. In the current study, most adolescents were 
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not using contraceptives and, those who used condoms, claimed they were not sure 
whether their partners had broken the condoms or whether the condoms had broken 
spontaneously leading to pregnancy. Orner et al. (2010:45) summarise the issue of 
unwanted or unintended pregnancies by saying that individual behaviours related to 
managing unwanted or unintended pregnancy are shaped by a range of different, 
interrelated psychosocial and contextual factors.  
               
Hospital A; Participant 2.  
 ” I do not want a second child finish, and I do not want anybody to convince me 
otherwise, I have made my decision,” the participant said:  
  ‘’Having a child does not fit into my plans for now; I still want to sort my education 
first. I am doing my standard ten and I want to pass this class,” said another 
participant. 
Kirkman, Rowe, Hardiman and Rosenthal (2011:122) in support of the above 
statements by the adolescents, stated that women perceive the unexpected 
pregnancy as a rare event that left them feeling lack of control over their lives and 
sense of diminished social status. 
4.4.1.4 Low contraceptive or condom use 
 
Data collected reveal that adolescents perceive that they fall pregnant because they 
do not use any form of contraceptive and the resulting pregnancies end up as 
induced abortions. It is evident from this study that most of the adolescents do not 
use clinics or hospitals for contraceptives. All adolescents interviewed had no 
knowledge about the clinic or hospital family planning set up. A few adolescents 
interviewed who used condoms, perceive that they were careless about the use of 
the condoms and that was why condoms ended up breaking. Pedersen and 
Mastekaasa (2011:1026) in agreement indicate that adolescent adolescents report 
that their pregnancies were unintended and unwanted, however all adolescent were 
not using any form of contraception. In the current study all adolescent were not 
using contraception, even those who used condoms claim that they careless and not 
sure whether their partners deliberately broke the condoms or condoms broke 
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spontaneously leading to pregnancies. In the current study admitted to practising 
unsafe sex and perceived this as being careless.  
None of the adolescents interviewed mentioned the risk of sexually transmitted 
diseases, nor did they ask about the risk of sexually transmitted diseases if not using 
condoms. They said they never thought about sexual transmitted diseases. In 
accordance with these findings, Brown and Guthrie (2010:202) also found in their 
study, that the relationship between the risk of sexually transmitted diseases and 
unprotected sex was not mentioned. None of the adolescents interviewed had any 
knowledge about the clinic or hospital family planning set ups. 
 The few adolescents interviewed who used condoms pointed out that they were 
careless about their use and that that was why condoms ended up breaking. 
Pedersen and Mastekaasa (2011:1026) further state that risky behaviour relates to 
the use of substances, unprotected sex and interpersonal violence. However, they 
also found that the empirical evidence for the above statement was not very 
consistent. Contrary to the above assertion, only unprotected sex emerged in the 
current study. The use of substances and interpersonal violence did not emerge as 
factors contributing to pregnancies which in turn might lead to induced abortions.  
Contraception is defined as the prevention of pregnancy through temporal or 
permanent means and is a fundamental means of family planning (Mnyanda 
2013:1). The above author also states that the most significant factors that influence 
contraceptive use knowledge about contraception, attitude to issues related to 
contraception, such as small family sizes, birth spacing, and so on. Contrary to this, 
the current study suggests that most of the adolescents were very knowledgeable 
about contraception. Furthermore, Mnyanda (2013:1) states that the attitude to 
contraceptives seemed the major problem in most adolescents.  
What did not emerge in these interviews was the influence of alcohol and the young 
men’s refusal to use a condom, also cited by the above authors. In a similar study by 
Brown and Guthrie (2010:197), the lack of knowledge about contraception was never 
mentioned as a reason for not using contraceptives, as in the current study. In 
contrast to Mnyanda (2013: v), who states that an understanding of contraceptives 
and reproductive health amongst teenagers was poor, the current study found that 
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all adolescents interviewed were well informed about the contraceptives and only   
few had an unmet need for family planning.  
 Hospital A; Participant 3.  
”I did not use any form contraceptives, I did not think about the pregnancy. I think I 
was careless because I did not have a boyfriend, but when I had a boyfriend I kept 
on postponing going to the clinic,’’ stated another participant. 
  Asked if they were not at risk of contracting sexual transmitted diseases if they did 
not use condoms, adolescents said they did not think about it. 
 ‘’ I did not use   any form contraceptives, I did not think about the pregnancy and 
contracting sexual transmitted diseases,’’ said another participant.  
 Galaye et al. (2014:7) confirm that a significant number of students engaged in 
unprotected sex and are prone to unintended pregnancy, abortion and sexual 
transmitted diseases. What did not emerge in this study is the influence of alcohol 
and the young men’s refusal to use condoms also cited by the above authors. Lack 
of knowledge about contraception was also not mentioned in the current study as a 
reason for not using contraceptives as it is mentioned by (Brown &Guthrie2010:197). 
4.4.2 Psychological effects of induced abortion 
 
The psychological effects of induced abortions include guilt, regret, sadness and 
stress. All the adolescents pointed out that this stems from the fact that they are 
Christians and that this is against their morals. Some strongly verbalised that 
abortion is very bad; others thought that God would never forgive them. Others said 
they suffered sleepless nights, had night mares and could not concentrate. 
Adolescents indicated that guilt, regret, sadness, and stress stemmed from the fact 
that abortion is like killing someone. According to Speckhard and Rue (1992) 
abortion may relieve stress by ending an unwanted pregnancy, but the event itself 
may simultaneously be experienced as a stressor causing anxiety grief, guilt, despair 
and anger. Collectively these factors could contribute towards vulnerability to 
depression, as feelings of powerlessness, anger and self-condemnation are 
emotions that underlie depression (Faure & Loxton 2003:28).  On the contrary, the 
above authors referred to a comprehensive research review, done by Adler, David 
Major, Roth, Russoe, and Wyath (1992) which concluded that abortion was not likely 
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to be followed by long-term negative responses. Although women may experience 
mixed emotions such as relief, happiness, guilt, regret, shame, or anger shortly after 
an abortion, post –abortion anxiety and depression usually declined within a few 
weeks (Faure and Loxton 2003:28).  
In a study in Nigeria, it was confirmed that induced abortions evoke tremendous 
emotions due to its cultural and religious connotations (Awopetu & Fasanmi 
2011:4263). All adolescents in the current study vowed that they would never come 
for abortion again.  
 Hospital A; Participant 4.  
 ‘’Abortion is very bad, this is not me, abortion like killing someone, is against my 
morals. I really do not know what to say but I am disappointed at myself now and I 
do not think God will ever forgive me for this, This affects me a lot; I am much 
stressed right now, I can’t even concentrate on my studies. I think this is not right but 
I have no other choice, this is the only option I have”. said one participant  
4.4.3 Barriers to contraceptives 
 
 
It emerged from the study that despite the availability of contraception of any kind in 
the clinics, adolescents had many perceptions  that prevented them from using 
contraception.  
4.4.3.1 Family structure 
 
It emerged from the results that adolescents lack the guidance and support of their 
parents for proper use of contraceptives. Lack of proper family structure and a, lack 
of involvement by parents in adolescents’ relationship problems were perceived as 
barriers to contraceptive use. Some adolescents perceived that the absence of 
biological parents in their lives as a major cause of their problems; one of the 
reasons that they fell pregnant and ended up seeking an induced abortion. 
Dysfunctional family structure were perceived by adolescents as the cause of lack of 
parental supervision and guidance because of an absent parent due to death, 
divorce or desertion of the family by one of the adolescent by a parent, other 
adolescents perceived inadequate parenting which according to them is 
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characterised by permissiveness or allowing an underage child to stay with 
grandparents who is unable to supervise the adolescents. Pedersen and 
Mastekaasa(2011:1025) identified four main groups of risk factors associated with 
teenage pregnancy as follows, socio-demography, family structure and stability, 
educational and risky healthy behaviours. In agreement with the above statement,  
Mda et al, (2013:4) stated that some parents were not happy with young girls being 
involved in relationships. It was confirmed that adolescents spend more time with 
friends and peers than with their parents who affect their choices and decisions. In 
the school environment for example, friends and the behaviour of peers often 
influence each other  (Mushwana 2015:15). In contrast to a study done in Giyani, 
Limpopo Mushwana et al. (2015:15) identified poor parental supervision among the 
issues perceived  to affect adolescent pregnancy rate. Similarly, relevant European 
studies according to Pedersen and Mastekaasa (2011:1025) identify four main 
groups of risk factors associated with teenage pregnancy, socio-demography, family 
structure and stability, educational and risky health behaviours. 
Mda et al. (2013:4) agree with the above statement.  According to a study done by 
these authors, some participants stated that parents were not happy with young girls 
being involved in sexual relationships. Some mothers also reportedly tried to impose 
contraception on their daughters, taking them to clinics for contraception as soon as 
they started menstruating. However, many adolescents voluntarily, initiated 
contraception. In some cases, before the first sexual experience, often because of 
peer pressure to use contraception, and, in some instances, encouraged by male 
sexual partners (Wood & Jewkes 2006:111). 
 
 
Hospital A; Participant 5.  
‘’I stay with my mother and my siblings; I don’t receive any guidance from my   
parent is not interested to talk to me about social things like family planning and is 
not the person I can talk to about my relationship,” confirmed one participant.  
Hospital A; Participant 6.  
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 Another participant: “I know that my father is in Cape Town but I have no contact 
with him, asivani no tata wathatha omnye umfazi” 
4.4.3.2  Psychological barriers 
 
Psychological barriers highlighted by adolescents include a lack of responsibility, 
carelessness and excitement about the relationship on the part of the adolescent. 
Some confessed that they had never thought about pregnancy. Others cited that 
they forgot about going to the clinic on the date of contraception. Other reasons are 
condoms breaking, partners not telling each other that the condom had broken and 
not having a boyfriend for a long time and after having a boyfriend again, kept on 
postponing going to the clinic for no apparent reasons. Brown and Guthrie(2010:197) 
in agreement cited that most common reasons for non-use of contraception is 
related to forgetting, or not thinking about anything, and  being in the moment, that is 
being in the mood, not wishing to break a spell.  
Hospital A; Participant 7.  
  Participants made the following comments,” I did not use any form contraceptives, I 
did not think about the pregnancy. I think I was careless because I did not have a 
boyfriend, when I had a boyfriend I kept on postponing going to the clinic.” 
Hospital A; Participant 8.  
 ” I think I am very irresponsible, I forgot to go for a follow up, there are clinics where 
I live but I did not go,” one participant admitted. 
 
 
 
Hospital A; Participant 9.  
”I was very excited otherwise I have no reason not to go to the clinic for 
contraceptives, I have never used the contraception even the condom,” a participant 
said. 
   
  50   
 
4.4.3.3 Unmet need for family planning 
 
Most adolescents highlighted being failed by contraceptives. They came to this 
conclusion because they started feeling sick every time they used a contraceptive 
and once they stopped they got well. This led them to conclude their sickness was 
caused by the contraceptives. The above conclusions are supported by the following 
utterances of participants. Harries et al. (2007:4) highlight the following difficulties 
associated with injectable contraceptives, weight gain and irregular menses as 
explained by young women.  
Mnyanda(2013:v) supports the above statement by saying that most teenagers who 
knew about contraceptives perceived them as bad, saying that contraceptives make 
them wet. Mnyanda(2013:v)  further indicates that adolescents regarded the use of 
abortion as a better preventative method and were poorly informed about the 
secondary infertility associated with abortion, as most adolescents showed no 
commitment to preventing pregnancies and opted for abortion. Lack of contraceptive 
use has prompted authors Shah and Ahman (2012:169) to say efforts are urgently 
needed to provide contraceptive information and services to adolescents who have 
high unmet need for family planning, and women of all ages with intervention tailored 
by age group.     
Hospital A; Participant 10.  
‘’Contraceptives have failed me I think, every time when using contraceptives I start 
getting sick, and once I stop I get well.” 
Hospital A; Participant 11.  
”When I am on contraceptives I bleed a lot and feel bloated and nauseous, at times I 
lose appetite and this affected my life. People thought I am moody at times.” 
 
Hospital A; Participant 12.  
”I want to use contraceptives but they do not want me to use them. My last resort 
was a loop, but I fell pregnant with a loop in.” 
4.4.3.4 Beliefs about contraceptives 
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Beliefs about contraceptives relate to the unmet needs for family planning because 
the adolescents never sought medical help to confirm their claims, which are not 
medically correct. One such belief is that contraceptives make them infertile. Some 
adolescents said they were told by others that contraceptives will make them wet. 
The above statement is in line with a statement by Wood and Jewkes (2006:111) 
who state that some adolescents described friends as important sources of 
information about the contraceptive method, and reported occasionally visiting the 
clinic in small groups and giving each other advice. 
 Mda et al. (2013:6) say that participants also mentioned changes in the body 
appearance such as ’’wobbly’’ and shaking muscles as evidence of using an 
injection. Other changes have also been reported by other adolescents. However 
Mda et al. (2013:6) also state that some participants had no apparent reason for 
disliking injectable contraceptives but still dislike them and avoided their use. 
Macleod and Tracy (2010:24) agree that there are other factors that prevent the use 
of contraception. These include their perceived lack of risk, peer norms, gender 
power relations, lack of availability and access of contraception, fear of adult attitude 
to contraceptive use, and the economic context of adolescent sexuality.  
Hospital A; Participant 13.  
  ‘’I still want to prove my fertility because if I do not have a child my man will go next 
door (meaning that the man will find another woman), said an adolescent.  
 Participants also believed that contraceptives would make them fat and they 
highlighted that as a barrier to using contraceptives. Some adolescents said that 
they were told by others that contraceptives would make them wet. 
 
 
 
Hospital A; Participant 14.  
 ”I believed that contraceptives make me fat and wet that is a reason for not using 
contraceptives,” said one participant. ”I was told by others that contraceptives will 
make me wet, have not tried them”  
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4.4.3.5 Lack of resources 
 
Adolescents perceived that reasons for not attending family planning clinic are the 
long queues at the clinic where the nurses say they are short staffed. They also 
complained that family planning clinic is not given a priority most of the time in most 
health care facilities. They are usually attended after everyone else, resulting in their 
sometimes leaving without having been attended to. Mushwana et al. (2015:15) note 
that adolescents in South Africa are often offered contraception after the first 
pregnancy because of social stigma and a lack of knowledge about adolescent 
sexuality and the prevention of pregnancy 
Hospital A; Participant 15.  
 ‘’Nurses are always complaining that they are short staffed and attend to the family 
planning clients very late.’’ said one participant.  
Hospital A; Participant 16.  
‘’Family planning clinic should be offered daily so that people can use the clinic,’’ 
said another participant.  
4.4.3.6 Staff attitudes 
Participants complained about staff attitudes when they visited the health facilities. 
Their complaints pertaining to staff included: lack of confidentiality, lack of privacy 
and lack of dignity and respect. They stated that nurses did not welcome them at the 
clinic. Adolescents said that nurses shouted at them, telling them that they were too 
young to come for family planning. They emphasised that staff should be sensitive 
when dealing with other people as people are not all the same. Even those who did 
not complain during interviews said that they had bad experiences of the clinic.  
One participant narrated the following experience of her story and was very 
emotional. Participants emphasised that staff should be sensitive when dealing with 
people as people are not all the same. Even those participants, who did not complain 
during interviews, stated that they had bad experiences of the clinic. Wood and 
Jewkes (2006:114) confirm this by saying that girls had become pregnant because, 
in some cases, a problematic experience at the clinic had led to an immediate 
decision never to return.  
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A study done in Gauteng Province echoes this when it comes to staff attitudes. Fear 
of abuse by nurses and the hospital staff was a recurring part of almost all women. 
Comments like,”nurses think that they are Gods” and they treat people as if they are 
dogs” were common. Women spoke of expecting to be insulted by nurses, being 
afraid of nurses and expecting nurses to look down on them. (Jewkes et al. 
2005:1240). Loi et al. (2015:2) agree that staff attitudes contribute to resistance to 
using clinics when they say that women and particularly adolescents might be 
discouraged by health care providers’ negative attitudes and a lack of confidentiality 
and privacy. 
Hospital A; Participant 16.  
Staff attitude when visiting the health facilities is not right. Staff lacks confidentiality, 
privacy, dignity and respect. Staff should be sensitive when dealing with other people 
as people are not the same. When I went for my pregnancy test results my results 
were read in public. I went with my friend and I was given my results in public. Now I 
want to do an abortion.  What if I did not want to tell my friend about my pregnancy?  
What is going to happen to me if I do this abortion? Is my friend not going to tell 
other people? (Crying).  
Nurses often tried to force the girls to use injectables, which they perceive as most 
reliable form of contraception (Wood &Jewkes 2006:111). These authors further 
conclude that after interviews, several girls had become pregnant because in some 
cases a problematic experience at the clinic led to an immediate decision never to 
return (Wood &Jewkes 2006:114).   
4.4.4 Nature of relationships with significant others  
 
It emerged from the results that the older had adolescents not told their parents 
about the abortions. As a result, no support related to their pregnancy and abortion 
was received from parents or guardians but they had told their partners, friends and 
siblings. Friends and siblings gave them full support. The adolescents had no 
negative relationship issues with their parents or guardians but they thought that 
their parents or guardians would not allow them to have an abortion. Some older 
adolescents received financial and emotional support from siblings, friends and their 
partners. Others who had  not told their parents about the abortion and initially kept it 
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secret, hoped to tell their parents once the abortion was done. At the time they did 
not want to be confused by what their parents might say. The younger adolescents 
had the full support of their parents as the decision to abort came from the parents. 
Younger adolescents had not told their boyfriends as they did not know that they 
were pregnant.  
Hospital A; Participant 17.  
One participant said, “I have told my sisters about the decision to do an abortion and 
they said I can do it if I want. They support me a lot sometimes they ask me how I 
feel.”  
Hospital B; Participant 1.  
Another participant explained,’’I have told my boyfriend, and he said he does not 
encourage me to do it but he will support me.  
Hospital B; Participant 2.  
My boyfriend gives money if I want. Sometimes I feel he does not think I am going to 
do this abortion.’’  
Hospital B; Participant 3.  
A third, who was very angry with her boyfriend, narrated her story as follows:  
“I have told my boyfriend, and he said he does not want me to do it. He will not 
support me and really he change after that. I asked him to accompany me today, he 
promised to come. Look where is he now. I am alone in this thing now. I am the only 
one who is going up and down with this thing.”  
Hospital B; Participant 4.  
   A young adolescent explained that: ‘’my mother told me that I am pregnant and I 
need to go for an abortion tomorrow, which is today.’’ 
4.4.4.1 Attitude of the partner 
 
The results revealed that the adolescent males were against the abortions. All 
adolescents stated that their partners were against the abortions. All adolescents 
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had to convince their partners about their socio economic status before they agreed. 
All adolescents had good relationships with their partners. 
Adolescents, who told their partners about the pregnancy and their intention to have 
an abortion, said that their partners refused to have the pregnancies terminated until 
they were persuaded because of their economic status.  Some girls revealed that 
their partners wanted to have nothing to do with them after they have told them 
about their intention to abort. Lohan, Cruise, O’Halloran, Alderdice and Hyde 
(2011:1507) point out that the adolescent men were more likely to want to keep the 
baby in preference to abortion. 
These authors go on to say adolescent men’s choice to continue the pregnancy 
(keep or adopt) in preference to abortion was significantly associated with  
anticipated feelings of regret in relation to abortion, perceived attitude of  own mother 
to keeping the baby and a feeling that a part of them might want a baby. Another 
contributing factor according to these authors was religious background, which 
showed to underlie their views on the perceived consequences of an abortion in their 
lives.  
Macleod and Tracy (2010) confirm the above assertion by saying that some males 
might plan to have a child. They were quoting Jewkes and Christofides (2008) who 
suggested that paternity is so much more important than masculinity that some 
young men might actively seek to father a child. Parallel with the above assertion, 
Kirkman et al. (2011: 121) state that, some men were so anti-abortion that they 
threatened to prevent their partners from having an abortion. The above authors, 
also referred to a situation where a man did not want his woman to have an abortion, 
but also wanted no responsibility for the child. 
Svanemyr and Sundby (2007:19) agree about the anti- abortion position of men, by 
saying that the man plays a somewhat marginal and secondary role.  He does not 
really have much influence on the decision to abort. 
Hospital B; Participant 5.  
‘’My boyfriend is against the abortion that I am doing.  He does not want it at all, but I 
am doing the abortion for myself not any other person, I have to convince him about 
our financial state before he agreed,” a participant described.  
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‘’At  first my boyfriend did not want to anything about the abortion but when I talked 
to him he agreed saying that he was also going to be in trouble with his parents too.” 
Another participant said. 
Hospital B; Participant 6.  
One young girl said ”the behaviour of my boyfriend is somehow strange now, he was 
shock, agreed to the abortion but now I do not see him anymore now. We are close 
now, he phones if he likes.  Seemingly he does not want me to do an abortion I was 
going to do it anyway”. 
4.4.4.2 Attitude of the parents 
 
Parents or guardians of older interviewees (18 to 19 years old) were not told by their 
daughters, as they would not want to hear anything about an abortion. The parents 
were against abortion. Parents of younger interviewees were not told, they were the 
ones who observed the pregnancy and decided on behalf of their offspring have an 
abortion. All adolescents interviewed had good relationships with their families, and 
some confirmed that they would tell their parents after they had had the abortion so 
that their parents would know about it. Mda et al. (2013:4) states that participants in 
a study that was done in Eastern Cape agreed that parents are not happy with young 
girls involved in sexual relationships. Some mentioned that their mothers shouted at 
them whenever they talked about sexual matters and they did not like that. 
  
Hospital B; Participant 7.  
”A participant said (speaking Isixhosa now) “Nam bendingazazi ukuba ndizakuba 
nomntwana umama wandixelela ukuba ndinomntwana wathi masiye e clinic. Unesi 
wandi testa wathi itest ipositive, bathetha nam no mama, bekuyizolo ngoko bathi 
masize apha namlanje. Bathi ndine seven weeks, ndizakwenziwa ngomso, siza 
kubuya ngomso no mama. I want them to help me I did not   think about pregnancy". 
Hospital A; Participant 1.  
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Another interviewee told the researcher “I have not told my parents; they will kill me if 
they can hear it or they will die. At home there is nothing like sex before marriage 
especially they think I am a child 
Hospital A; Participant 2.  
Yet another participant responded by saying, “My parents are very religious people. 
They will not allow me to do this; in fact no parent can allow this.” 
Hospital A; Participant 3.  
Another of the girls stated, “I have not told my parents, I do not want to be confused 
by what they might say. I am also do not want to face that disappointment. I know 
they do not like what I am about to do.” 
4.4.5 Failure to come at the correct gestational stage for abortion   
 
 Reasons for failure to observe the gestational age of abortion as per the act include: 
failure to acknowledge the pregnancy, difficult in deciding whether to abort or not, 
and inaccessibility of abortion facilities. Failure to acknowledge pregnancy is 
associated with uncertainty about the pregnancy due to irregular periods. Difficult in 
decision-making about whether to abort or not is associated with still weighing 
available options. They were not sure whether to keep the child or not as the 
decision was a difficult one to make.  
Inaccessibility of facilities is a result of lack of information, not knowing where to 
have an abortion. Keeping what they wanted to do a secret compounded the 
problem of lack of information. Lack of resources is the lack of facilities where they 
live; finance was also a problem. Long waiting list: some adolescents came on the 
twelve week exactly, thinking that they were going to be aborted immediately. They 
were surprise by the staff attitudes and to find that they were put on waiting lists.  
4.4.5.1 Failure to acknowledge pregnancy 
 
It emerged from the study that participants came late for the induced abortions due 
to their failure to acknowledge the pregnancy for various reasons, such as irregular 
periods, which meant that they were not sure about when they were going to have 
the next period. Adolescents aged 18-19 years seemed to come at 12 -20 weeks, 
asked the reasons for coming this late, indicated that they came earlier but were put 
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on waiting list which saw them reaching the later weeks. Guttmatcher, Kapadia, 
Naude and de Pinho(1998:194) also indicate that women who come to hospitals 
offering abortion services are often met with long waiting lists and at some hospitals 
are often turned away too advanced in their pregnancy, despite them having made 
appointment before the 12th week gestation. Harries et al. (2007:6) indicate that 
these delays were further compounded by health related barriers such as 
inappropriate referrals and long waiting periods. These waiting lists are still the order 
of the day in the two public hospitals where the research was done as it was 
indicated by the participants.  
Other reasons for coming late for an abortion varies from not being sure about 
pregnancy, not accepting pregnancy, still processing the idea of doing an abortion, 
trying to get information on how to go about and the decision to abort is not an easy 
one. The above authors continue, many participants recalled signs and symptoms of 
pregnancy such as breast tenderness, certain food cravings and nausea but did not 
relate these to possible pregnancy. Moreover, many women reported a history of 
irregular periods and often waited until the second or third month of a missed period 
before seeking pregnancy confirmation suggesting that a missed period was not 
linked to a suspected pregnancy  
Voluntary late abortions are defined as abortions that are performed after the 16th 
weeks of pregnancy (Ben Natan & Melitz 2010:68).  
Hospital A; Participant 4.  
Another participant explains, “My periods are irregular as a result I cannot be sure 
when I am going to have periods.”  
One participant said, “I came late for abortion because I was not sure about the 
pregnancy.” 
4.4.5.2 Poor decision making on whether to abort or not 
 
Another prominent reason for coming late for an abortion that emerged was poor 
decision-making on whether to abort or to keep the child. Harries, Orner, Gabriel and 
Mitchel(2007:4-5) indicated that emotional responses to an unplanned pregnancy 
such as shame, fear and indecisiveness were contributing factors in delaying access 
to abortion services. Whilst some women were clear in their intent to have an 
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abortion, others felt conflicted and undecided. The above authors further indicated 
that women spoke about being ‘’scared and afraid‘’ and not knowing what to expect 
in terms of the procedure and anticipated pain. A woman described having 
‘’sleepless nights” weighing all the possibilities.  
Hospital A; Participant 5.  
 This was confirmed by the participant who said, “I came late as was still weighing 
available options.” 
Hospital A; Participant 6.  
Another participant echoed the same sentiment” was not sure whether to keep the 
child or not.” 
Hospital A; Participant 7.  
“Let me be honest doing abortion is a difficult decision to take,” said yet another 
participant. 
4.4.5.3 Inaccessibility 
 
The interviews revealed that family planning services are inaccessible for the   
following reasons: Lack of information, lack of resources and long waiting lists.  This 
resulted in participants being late for induced abortions.  
Factors that influence abortion decision making; knowledge of abortion policy, 
access to abortion services, perception of terminating a pregnancy at a public health 
facility, and an perception of stigma and discrimination, this impacted in abortion 
decision making(Orner, de Bruyn, Harries & Cooper 2010:45-46). When faced with 
an unwanted pregnancy and safe and legal abortion is unavailable or difficult to 
access, many women turn to unskilled providers or attempt to abort on their own. 
 The unavailability or difficult to access safe and legal abortion, forces women who 
are confronted with unwanted pregnancy to resort to unsafe abortion with serious 
consequences (Ahman & Shah 2011:121). The above authors state that unlike other 
causes of maternal death, mortality attributed to unsafe abortion is entirely 
preventable, and could largely be avoided if effective family planning and safe 
abortion services were available to avert unwanted pregnancies among 
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contraceptive users and unintended pregnancy among nonusers of contraceptives 
and victims of rape and incest.  
Hospital A; Participant 8.  
One interviewee confirmed that” My coming late was caused by not knowing where 
to do an abortion or keeping what I want to do a secret compounded the problem of 
lack of information.” 
Hospital A; Participant 9.  
Another said “I came late because of lack of facilities where we live and finance is 
also a problem.”  
Hospital A; Participant 10.  
” I came on the twelve week exactly thinking that I am going to be done immediately. 
To my surprise I was put on the waiting list which put me on the sixteenth week,” 
third participant explained. 
4.4.6 Possible intervention strategies 
  
Suggestions to prevent further unintended or unplanned pregnancies include 
provision of dedicated, especially skilled staff to deal with adolescents, more 
attractiveness of clinics to adolescents, and using young people to deal with 
adolescents. Clinics could supervise and trace contraceptive defaulters. Interviewees 
suggested that supervision and guidance of adolescents by their parents for the 
proper management of family planning. According to them, their parents did not play 
an active role before pregnancy, only when they were pregnant did their parents 
talked to them about family planning, this was echoed by the participants who had 
their first children already. Staff at the clinics should also help them by reminding 
them of the dates to come to the clinic. They should follow up on those who did not 
come to the clinic on their due date. Mnyanda (2013:2) states that providing more 
condoms, injectable contraceptives and pills are crucial, in making sure that woman 
are empowered to decide when to have children, to ensure that few babies die due 
to teenagers’ lack of education and empowerment about pregnancy and child 
bearing, also to ensure that there are few unintended pregnancies resulting in illegal 
abortions, child neglect and depriving the child of the love from both parents. Mda et 
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al. (2013:2) suggests that targeting young adolescents for primary prevention of 
unintended pregnancies, sexual transmitted infections and Human Immune Virus 
and Acquired Immune Deficiency Syndrome is a critical stage.  
4.4.6.1 Proper use of contraceptives 
 
To prevent unintended or unplanned pregnancies, which lead to induced abortion, 
adolescents were determined that they would make sure that they did not miss the 
dates for family planning, would use implanon, the new form of contraceptive which 
lasts for three years, would use an Intra-uterine device and that the proper use of 
condoms would be their first priority. They also said that they would abstain from 
sexual activities. Mnyanda (2013: v) confirms that strategies to promote use of 
contraceptives should focus on making information on contraception more 
accessible and offering programmes that empower teenage girls and boys in the 
area of sexuality. 
Hospital A; Participant 11.  
One young girl said, “Unintended or unplanned pregnancies, which lead to induced 
abortion, can be prevented by complying, by making sure that we do not miss the 
dates for family planning.”  
Hospital A; Participant 12.  
Another promised “I will use implanon, the new form of contraceptive which lasts for 
three years, so that I do not come here again.”   
Participant said positively that,” I will use of Intra-uterine device, I think I have learnt 
my lessons, the hard way this time.”  
Hospital A; Participant 13.  
Another interviewee promised, “I adhere to the proper use of condoms and another 
method, maybe an injection.”  
Hospital A; Participant 14.  
Finally, one of the participants said, “I will abstain from sexual activities from now 
and see later what do I do with myself.” 
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4.4.6.2 Suggestions to improve service delivery at the family planning  
                    clinics  
 
Participants made several suggestions as to how to improve service delivery at the 
family planning clinics. They indicated that more outlets need to be available for 
contraceptives, not only the clinics, and there was a need to explore other methods 
of providing easily available contraceptives like condoms. They suggested that there 
should be home visits and mobile family planning clinics. They also suggested that 
family planning should be offered on a daily basis for it to be accessible to everybody 
so that even if you missed it on one day you could get it the following day.  
Mda et al. (2013:5) state that one participant highlighted that contraception are given 
at the clinic, and if your mother’s friend is working there you end up not going there. 
More over adults attending the clinic ask you, you are this young and you want to 
prevent pregnancy? The above problem can be prevented by using young people in 
the family planning clinics and family planning clients should be separated from 
ordinary sick people to avoid ridicule of the adolescents by old people.  
 Hospital A; Participant 15.  
One participant advised that, “If further unintended or unplanned pregnancies are to 
be prevented more out lets need to be available, not only have the clinics for 
contraceptives to be liked the condoms.”  
Hospital A; Participant 16.  
A participant admitted that, ”I blame myself for not using contraceptives but I suggest 
that the staff at the clinic must make the clinic user-friendly and be more helpful, at 
the end of the day we have to protect ourselves from these problems.”  
4.4.6.3 Competence of staff 
 
The competence of the staff is related to staff attitude. A few of the adolescents 
complained about staff attitudes when they visited health facilities.  Other complaints  
pertaining to staff were lack of confidentiality, lack of privacy, lack of dignity and 
respect when dealing with adolescents. Adolescents emphasised that staff should be 
sensitive when dealing with other people as all people are not the same. 
Hospital A; Participant 17.  
Formatted: Font: Not Bold, Font color: Auto
   
  63   
 
 One participant said, “Nurse should know that they are talking to people with 
feelings, they should not shout at us’’.  
Hospital B; Participant 1.  
Another participant consoled herself by saying, “I have forgiven nurses, maybe it is 
how they talk they shout but they must do their work.’’ 
  
4.4.6.4 Supervision and guidance, and tracing of contraceptive defaulters 
 
Adolescents had the following suggestions for proper management of the family 
planning clinics: supervision and guidance of adolescents by their parents and the 
clinic staff should see whether they are taking their contraceptives.  
Hospital B; Participant 2.  
One participant said “Maybe your method is finished and you are afraid to go to the 
clinic, you would give your card to your mother to take the contraceptive method for 
you especially if the method is in tablet form.’’  
Hospital B; Participant 3.  
Another participant said, “Staff at the clinics should also help the adolescents by 
reminding them about the dates to come to the clinic’’.  
Hospital B; Participant 4.  
‘’Nurses should follow people who are not coming to the clinic on their due date for 
family planning especially the adolescents,’’ yet other participant said. 
                            CHAPTER 5 
SUMMARY, CONCLUSIONS, RECOMMENDATIONS 
5.1 SUMMARY 
 
The Choice of Termination of Pregnancy Act allows for abortion from 13-20 weeks’ 
gestation if a continuing pregnancy would pose a risk to the woman’s mental or 
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physical health, if pregnancy would end in the birth of an infant with mental or 
physical abnormalities, if the pregnancy resulted from incest or rape, or if carrying 
the pregnancy to term would significantly affect the woman’s socio-economic 
situation. Since the legislation of abortion in South Africa in 1997, there has been an 
increase in the number of abortions performed both legally and illegally. Forty 
thousand legal abortions were performed in the first three years after the legislation 
was enacted, compared with eight hundred to one thousand performed under the 
previous legislation, (Jewkes, Rees, Dickson, Brown & Levin 2004:355).  
Despite the Choice of Termination of Pregnancy Act, Act NO.92 of 1996 as 
amended; and contraceptives that are given for free in the public clinics and 
hospitals, adolescents still experience many  unwanted and unintended pregnancies 
manifested by a high rate of induced abortions, both safe and unsafe. This indicates 
that induced abortion is used as the main method for regulating fertility (World Health 
Organisation 2012:22).  Evidence suggests that adolescents face a higher risk of 
complications and death as a result of pregnancy and their unmet need for family 
planning. This study was conducted to explore the perceptions of adolescents 
regarding induced abortion, causes, effects and the coping strategies developed to 
deal with the rate of induced abortion, in order to inform health policy interventions 
on curbing the high rate of abortion among adolescents in East London, Eastern 
Cape Province, South Africa. 
The objectives of the study were: 
 To explore and describe the factors responsible for the high rate of induced 
abortion among adolescents in East London. 
 To explore and describe the effects of induced abortion on adolescents in 
East London. 
 To explore and describe the barriers to the utilisation of contraceptives among 
adolescents in East London. 
 To explore and describe the availability of support systems during and after 
induced abortion among adolescents in East London. 
The research question framed was: 
What are your perceptions regarding induced abortion? 
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A qualitative, phenomenological design research was used to explore the 
perceptions of adolescents regarding induced abortion in East London, South Africa. 
The study was conducted at two public hospitals in East London. The population for 
the study was adolescents who have experience induced abortions, both safe and 
unsafe. The study sample was selected using the purposive sampling technique. 
Participants were included in the study if they had a history of induced abortion,  
Participants who had threatened and spontaneous abortions were excluded from the 
study.   
 Data collection took place in the admission wards and the lying -in wards in two of 
the public hospitals in the environments of East London. The researcher ensured 
that the interview venue was exposed to minimal distraction and noise, and a private 
room was used to afford the participants privacy so they could focus on the interview 
process.  Ethical approval was obtained from the University of Fort Hare. Permission 
to conduct a study in the Public Sector health Care facility was obtained from the 
Eastern Cape Provincial Department of Health. 
 Further approval was provided by the clinical governance of both the two Public 
Hospitals. Permission to conduct the study was granted by the two public hospitals. 
All the study participants completed written consent forms after all the processes had 
been followed and prior to the interview process. Permission was also obtained from 
the participants to tape record and take notes of the interview. Participants were 
interviewed until data saturation. Trustworthiness was maintained by ensuring 
credibility, dependability or auditability, conformability and transferability of the study. 
The audiotapes were listened to repeatedly and transcribed verbatim. Data was 
analysed using thematic content analysis as described by Tech’s steps (1990) as 
outlined by Creswell (2014:198) for qualitative data analysis.  
 
5.1.1 Major Findings of the Study 
 
Adolescents perceived several factors as contributing to induced abortion and these  
were; poor socio and psychosocial status, unwanted or unintended pregnancy, as 
well as low level contraceptive or condom use. Seemingly, poor socio-economic 
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status was the core category related to pregnancy and induced abortion among the 
adolescents. 
The adolescents perceived that psychosocial factors associated with the passing 
away of the biological parents and parental abandonment of the adolescent had an 
impact on them having unwanted, unintended pregnancies and induced abortions. 
The adolescents perceived that fear regarding disappointing a parent or guardian; 
dropping out of school; losing employment; the possibility of having a doomed future; 
and the concern that the child would suffer due to the insufficient resources available 
resulted in them resorting to induced abortion. Some adolescents perceived that they 
undertook to have abortions in order to protect the reputation of their families or 
parents, who were very religious. Some adolescents expressed feeling bad about 
them and helpless in the situation.  
The findings of the study demonstrated that the adolescents sought abortions 
because they did not want a child; some had a child already. Some adolescents 
confessed that they suspected that their partners wanted them to be pregnant 
because they were not told about the condom breaking.  
Adolescents reveal that they fall pregnant because they were not using any form of 
contraception; clinics or hospitals for family planning.  
Disturbingly, all adolescents interviewed, did not think about sexually transmitted 
diseases or pregnancy. In the current study, most of the adolescents admitted 
practising unprotected sex, and they psychological reasons such as carelessness, 
forgetting to go for a repeat dose of condoms, not thinking about the pregnancy and 
excitement about the affairs as the main reasons for not using condoms. 
Adolescents’ lack of knowledge about unmet needs for contraception and fallacious 
beliefs about contraception led them to have unprotected sex and not to use any 
form of contraception. Adolescents believed that contraceptives made them fat and 
stated that this was a barrier to using them.    
Adolescents perceived that long queues at the clinic and the possibility of not being 
attended to after waiting for a long time are some of the reasons for not attending 
family planning clinics. They expressed the need for home visits and mobile family 
planning clinics.  
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Adolescents perceived that a lack of confidentiality, privacy, dignity and respect 
resulted from staff attitudes at the health facilities.  
The older adolescents perceived that not telling their parents about the pregnancy 
and abortion resulted in them not getting support related to pregnancy and abortion 
from parents or guardians. However, telling their partners, friends and siblings was 
perceived as the best thing to do by some adolescents as some received financial 
and emotional support from siblings, friends and their partners.  
 Most adolescents, who told their partners about their pregnancy and their intention 
to have an abortion perceived that their partners wanted to have nothing to do with 
them after they had told them about their intention to abort, indicating that their 
partners refused to have the pregnancies terminated until they were convinced by 
them about their economic status.  .   
Adolescents were aware about the safe abortion legislation but some were not 
aware of the actual institutions performing abortions. Some adolescents perceived 
that living too far from the institutions offering abortions, financial problems, and not 
knowing that they are going to be put on a waiting list on arrival at an institutions 
offering abortions resulted in them having to be done abortion way above the 20th 
week gestation.  
The findings of the study reveal that adolescents are keen to prevent pregnancy and 
to use contraception. They perceived that in order to prevent further unintended or 
unplanned pregnancies, the hospital and clinic staff should offer them friendly 
service. 
Adolescents perceived that they still want to continue with their studies to prevent 
bleak future. Adolescents perceived that their religious background resulted in them 
feeling bad about an abortion.   
 
Adolescents perceived that they have been failed by the contraceptives, this relate to 
the unmet need for family planning.  
Hospital B; Participant 5.  
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Contraceptives have failed me, every time when I use contraceptives I start getting 
sick, and once I stop I get well.’’ Said a participant. 
Hospital B; Participant 6 
‘’When I am on contraceptives I bleed a lot and feel bloated and nauseous, at times I 
lose appetite and this affected my life.’’said another participant  
Hospital B; Participant 7.  
‘’I want to use contraceptives but they do not want me to use them. My last resort 
was a loop, but I fell pregnant while on loop.’’  a participant indicated. 
 
5.2 LIMITATIONS 
 
The small sample of adolescents involved in this study does not warrant generalising 
the findings to other adolescents. For this, a quantitative study is needed in order to 
recruit a larger sample size. Notwithstanding, the study provides an insight into the 
reasons, causes and possible interventions concerning induced abortion among 
adolescents in the chosen setting. The participants spoke freely, were relaxed during 
the interviews and had no difficulty even when sharing the most sensitive 
information. This accounts for the accuracy of the study. Through thick description of 
the adolescents’ perspectives, of the adolescents’ lived experience into the 
phenomenon under study has been documented.  
 
 
 
 
5.3 CONCLUSIONS 
 
Based on the findings of the study the following conclusions were drawn: 
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  Poor socio-economic status was identified as the main reason for abortion by 
adolescents.  
 The study reveals that most adolescents interviewed were from homes 
without a father figure or biological parents. Even adolescents who had both 
parents were not living with them because of their schooling. The study 
uncovered that most adolescents are being brought up by their grandparents.  
 Psychosocial factors, such as, fears of disappointing a parent, are highlighted 
in the findings as reasons for induced abortion.  
 The study reveals that most adolescents resort to induced abortion because 
the pregnancies were unwanted and unintended. Most adolescents had 
already had their first babies and were desperate to abort.  
 The research indicates that adolescents engage in sexual risk taking 
behaviours, including early initiation into sexual activities, unprotected sex, 
and low levels of condom and contraceptive use.  
 Most adolescents had their sexual debut between the ages of 15 and 16.  
 The adolescents’ male partners were against abortion. 
 Parents of older adolescents were against abortion and parents of younger 
adolescents were not against abortion. 
 Adolescents fail to come for abortion at the correct gestational age of twelve 
weeks, due to failure to acknowledge pregnancy, poor decision making as to 
whether  to abort or not and inaccessibility. 
 Possible intervention strategies include proper use of contraceptives,  
improved service delivery, competence of staff and supervision and tracing of 
defaulters.  
 
 
 
5.4  RECOMMENDATIONS 
 
The following recommendations are made based on the findings and conclusions of 
the study: 
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 There should be proper management of the family planning clinics in order to 
provide excellent family planning and contraceptive services to adolescents 
 There is a need for proper supervision and guidance of adolescents by their 
parents. 
 The government should provide more out lets for other  contraceptives as 
they do with condoms.  
 There is a need to provide dedicated and skilled staff to deal with 
adolescents.  
 The staff working at the health facilities should offer friendly service to  
adolescents, so as to attract them to the clinic for contraceptives. 
 Protocols and guidelines should be in place at the clinics, to assist 
adolescents to adhere to the dates for getting their family planning 
application.  
 Future research is needed to investigate women’s socialisation processes in 
the following areas, sexuality, developmental stages of identity and intimacy, 
at both primary and secondary levels of schooling. 
 Future research into adolescent sexuality should focus on the role played by 
the parents in shaping the adolescent behaviour towards better decision-
making to prevent unintended pregnancy and to encourage education 
(Hamel1990:94).   
 Future research could also focus on the programmes that would integrate, 
guide and direct youth experience in order that behave better and become 
responsible citizens(Hamel1990:94).  
 A quantitative method of study is recommended to assess current data on 
induced abortion.  
 A longitudinal study into the perceptions of adolescents regarding induced 
abortion would also be fruitful, based on the issues uncovered by other 
studies; maybe some perceptions were not fully uncovered by the current 
research (Hamel1990:94). 
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ANNEXURE B 
 
 
NAME OF APPLICANT: Nozitulele Sidloyi  Ethics Human 2011  
<<Approved >>  OFFICE USE ONLY 
Ref: Date:  
 
 
 
 
 
CHILD ASSENT TEMPLATE 
 
 
 Project No YAKO081SSD01……; Date 01JULY 2015 
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PARTICIPANT INFORMATION LEAFLET AND ASSENT FORM 
   
 
TITLE OF THE RESEARCH PROJECT: THE PERCEPTIONS OF ADOLESCENT 
REGARDING INDUCED ABORTION IN THE PUBLIC HOSPITALS IN EAST LONDON 
EASTERN CAPE, (THE UNDERSTANDING OF ADOLESCENTS OF INDUCED 
ABORTION). 
Insert the title of your project. Simplify it if necessary. 
 
RESEARCHERS NAME(S):  NOZITULELE SIDLOYI 
ADDRESS: 22A FAIRFIELD CRESCENT  
                    GREENFIELDS  
                    EAST LONDON 
                    5201 
 
CONTACT NUMBER: 0782309800 
 
What is research? 
 
Research is something we do to find new knowledge about the way things (and 
people) work.  We use research projects or studies to help us find out more about 
disease or illness. Research also helps us to find better ways of helping, or treating 
children who are sick. 
5.3What is this research project all about?   The research is finding out the views the 
adolescent holds on the on induced abortion. The research question is as follows:   
 
‘’ WHAT ARE THE PERCEPTIONS OF ADOLESCENT REGARDING INDUCED 
ABORTION IN THE PUBLIC HOSPITALS IN EAST LONDO, SOUTH AFRICA.’’ 
   
  80   
 
 
The duration of the research project? 
30-45 MINUTES 
Explain what is going to happen and the expected duration 
The researcher will be having an interview guide from where questions will be asked, and a 
child will be given time to answer questions. The duration will be 45-90 minutes.   At times 
the participant will be required to give more insight into the questions being asked.  
 
Why have I been invited to take part in this research project? 
 
 It is assumed that because you have done the procedure you are the best person to answer 
research question.   
 
Confidentiality 
 
Explain the procedure and need for confidentiality 
 
The researcher will do the interviews herself in a private room, and one person will be 
allowed in the room. The contents of the research and the result will only be share with 
relevant people. No names of the participants will appear on the research document.  
Nothing will be done to you without your consent.  You will not be forced to do anything that 
you do not want to do, including participating in this study.  The” please do not disturb’’ signs 
will be posted on the door; therefore there will be no uninvited people will enter the room.      
 
If a sponsor is to be involved 
Explain potential conflict of interest 
No conflict of interest  
No sponsor is involved. 
 
 
Who is doing the research? 
 
Identify yourself and explain who you work for and/or why you are doing the project 
I am Nozitulele Sidloyi, a mother of four children, 3 boys and a girl.  We live in Greenfields, 
East London.  I am married.  I work for the Department of Health, a nurse by profession 
since 1981, a lecturer at Lilitha College of Nursing since 2003 to date. I am currently a 
Master’s student in Nursing Science (M Cur), at the university of Fort Hare, East London 
branch. One of the requirements for this qualification is to conduct a research study in the 
related field. 
 I have also noticed that all over the world abortion is done, and became interested in the 
perception of adolescents regarding induced abortion.   
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What will happen to me in this study? 
Describe what the participant will be expected to do. Describe all procedures using simple 
terms and explain any technical or medical terms.  
The researcher will be having an interview guide from where questions will be asked, and a 
child will be given time to answer questions. The duration will be30- 45.   At times the 
participant will be required to give more insight into the questions being asked. The 
researcher will request your answers to be recorded if you agree. Your name will not appear 
on any of the data collection material, nothing will be done to you without your consent.  You 
will not be forced to do anything that you do not want to do, including participating in this 
study. 
Can anything bad happen to me? 
Explain any possible risks to the child, using simple terms.  If something might be painful, 
state this in the assent.  Explain that the child should inform his/her parents if they are sick or 
in pain as a result of being in the study. 
Nothing bad will happen to you, if the situation gets tough for you during an interview, the 
session will be stopped and rescheduled for another time. You are also allowed to quit the 
interview altogether and you will not be judged for doing so.  
Who else is involved in the study? 
Explain the number of participants and where they are from 
The number of participants is unknown at this stage as the interview will continue until no 
more new answers are generated from the interview. The participants will be coming from 
the abortion unit. 
Can anything good happen to me? 
Only describe known benefits to the subject.  You may include any possible future benefits 
to others.  If there are no known benefits, state so. 
There are no known benefits to the participants as individuals, but this study has got 
the potential to add to the body of knowledge on the topic and the research in 
general. The study might benefit everybody from adolescents, adults, and the 
society as a whole as the results of the study might be made available to the 
clinicians and policy makers for implementation of recommendations. 
Will anyone know I am in the study? 
Explain in simple terms that the subject’s participation in the study will be kept 
confidential, but information about him/her will be given to the study sponsor.  
(NOTE: This information may not be applicable in assent forms for very young 
children).   
The researcher will do the interviews herself in a private room, and only one person will 
be allowed in the room (the researcher). The” please do not disturb’’ signs will be posted 
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on the door; therefore there will be no uninvited people will enter the room.  The contents 
of the research and the result will only be share with relevant people, as the results of 
the study might be made available to the clinicians and policy makers for 
implementation of recommendations. No names of the participants will appear on the 
research document. 
Who can I talk to about the study? List those individuals the subject can contact (including 
their contact details) if he/she has any questions or has any problems related to the study.  
Any complaint regarding the nature or conduct of this research may be directed to: 
PROF YAKO E: Supervisor email address; eyako@ufh.ac.za  
Ethics Liaison Officer, Human Research Ethics Committee, University of Fort Hare, Eastern 
Cape 
Landline: 040 602 2297 
DR L.GALO: MANAGER: MEDICAL SERVICES CECILIA MAKIWANE.    CELL: 
0605598190 
DR J.THOMAS: CLINICAL GOVERNANCE FRERE HOSPITAL        
                                        LANDLINE: 0437092389 
 
What if I do not want to do this? 
Explain to the participant that he/she can refuse to take part even if their parents have 
agreed to their participation. Explain that they can stop being in the study at any time without 
getting in trouble.  
Please understand that you are not being forced to take part in this study and the choice 
whether to participate or not is yours alone. However, we would really appreciate it if you do 
share your thoughts with us. If you choose not take part in this interview, you will not be 
affected in any way.  If you agree to participate, you may stop me at any time and tell me 
that you don’t want to go on with the interview. If you do this there will also be no penalties 
and you will NOT be prejudiced in ANY way, even if your parents have agreed to your 
participation. 
  
 
Do you understand this research study and are you willing to take part in it?   
YES  NO 
 
Has the researcher answered all your questions? 
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YES  NO 
 
Do you understand that you can pull out of the study at any time? 
 
YES  NO 
 
 
 
 
_________________________  ____________________  
Signature of Child   Date 
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What if I do not want to do this? 
Explain to the participant that he/she can refuse to take part even if their parents have 
agreed to their participation. Explain that they can stop being in the study at any time without 
getting in trouble.  
Please understand that you are not being forced to take part in this study and the choice 
whether to participate or not is yours alone. However, we would really appreciate it if you do 
share your thoughts with us. If you choose not take part in this interview, you will not be 
affected in any way.  If you agree to participate, you may stop me at any time and tell me 
that you don’t want to go on with the interview. If you do this there will also be no penalties 
and you will NOT be prejudiced in ANY way, even if your parents have agreed to your 
participation. 
  
 
 
Do you understand this research study and are you willing to take part in it?   
YES  NO 
 
Has the researcher answered all your questions? 
 
YES  NO 
 
Do you understand that you can pull out of the study at any time? 
 
YES  NO 
 
 
 
 
_________________________  ____________________  
Signature of Child                Date 
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NAME OF APPLICANT  Ethics Human 2011  
<<Approved >>  OFFICE USE ONLY 
Ref: Date:  
 
 
 
 
PARTICIPANT INFORMATION LEAFLET AND CONSENT FORM FOR USE BY 
PARENTS/LEGAL GUARDIANS 
 
TITLE OF THE RESEARCH PROJECT: THE PERCEPTIONS OF ADOLESCENTS 
REGARDING INDUCED ABORTION IN THE TWO PUBLIC HOSPITALS IN EAST 
LONDON, EASTERN CAPE, SOUTH AFRICA 
REFERENCE NUMBER: Project No YAKO081SSD01……; Date 01JULY 2015 
 
PRINCIPAL INVESTIGATOR: Nozitulele Sidloyi 
 
 
ADDRESS: 22A FAIRFIELD CRESCENT  
                    GREENFIELDS  
                    EAST LONDON 
                    5201 
 
CONTACT NUMBER: 0782309800 
Your child (or ward, if applicable) is being invited to take part in a research project.  Please 
take some time to read the information presented here, which will explain the details of this 
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project.  Please ask the study staff or doctor any questions about any part of this project that 
you do not fully understand.  It is very important that you are fully satisfied that you clearly 
understand what this research entails and how your child could be involved.  Also, your 
child’s participation is entirely voluntary and you are free to decline to participate.  If you 
say no, this will not affect you or your child negatively in any way whatsoever.  You are also 
free to withdraw him/her from the study at any point, even if you do initially agree to let 
him/her take part. 
This study has been approved by the University Research Ethics Committee at the 
University of Fort Hare and will be conducted according to the ethical guidelines and 
principles of the international Declaration of Helsinki, South African Guidelines for Good 
Clinical Practice and the Medical Research Council (MRC) Ethical Guidelines for Research. 
What is this research study all about? 
What is this research project all about?   The research is finding out the views the 
adolescent holds on the on induced abortion. The research question is as follows:   
 
The research question framed was: 
What are your perceptions of induced abortion? 
 
 Explain in participant friendly language what your project aims to do and why you are 
doing it? 
 Explain all procedures. 
The research will be explained to your child so that she understands what is going to 
happen to her. I she agrees she will be answering questions about her perceptions about 
the procedure she has undergone. The research question she is going to answer is ’what 
are your perceptions about induced abortion.’  The sister in charge will be available to 
attend to any the unforeseen circumstances that might occur, for example if your child 
become emotional, sister will be available for counselling.  
 Explain any randomization process that may occur. 
The researcher will choose from all the adolescent that will be in the ward if the agree. 
The duration of the questioning will be 30 -45 minutes.  
 Explain the use of any medication, if applicable. 
There will be no use of medication, only an information sheet and an interview guide that 
will be carried by the researcher.   
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Why has your child been invited to participate? 
 Answer this question clearly. 
Your child has been invited to participate because she has been done the induced abortion; 
therefore we think that she can answer the question on induced abortion very well.   
What will your responsibilities be? 
Your responsibility at this stage is to care for and support your child.  During the research 
there is no need to be around if you were not going to be around, after signing the consent.  
The questions will be asked from the child only. 
 Answer this question clearly. 
Will your child benefit from taking part in this research? 
 Explain all benefits objectively.  If there are no personal benefits then indicate who is 
likely to benefit from this research, e.g. future patients   
There will be no personal benefits to the study, but the research will add to the body of 
knowledge on the subject and that will benefit adolescent as the care on the subject will 
improve 
Are there any risks involved in your child taking part in this research? 
 Identify any risks objectively. 
No known risks involved but the child because of the sensitivity of the issue the child may be 
emotional during the interview, in such case the interview will be stopped and continue at a 
later stage if possible .  
If you do not agree to allow your child to take part, what alternatives does your child 
have? 
 Clearly indicate in broad terms what alternative treatment is available and where it 
can be accessed, if applicable. 
It is up to you to allow your child to participate; she is not force to participate and is allowed 
to stop participating any time.  However as a research in this project I would really 
appreciate if you can allow your child to participate.  There is no treatment related to this 
research therefore no alternative treatment necessary. 
Who will have access to your child’s medical records? 
 Explain that the information collected will be treated as confidential and protected.  If 
it is used in a publication or thesis, the identity of the participant will remain 
anonymous.  Clearly indicate who will have access to the information. 
The information collected will be treated as confidential and all data collection document will 
be kept under lock and key. The researcher will be the only person to the only person to 
handle the document 
What will happen in the unlikely event of your child getting injured in any way, as a 
direct result of taking part in this research study? 
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 Clarify issues related to insurance cover if applicable.  If any pharmaceutical 
agents are involved will compensation be according to ABPI guidelines 
(Association of British Pharmaceutical Industry compensation guidelines for 
research related injury which are regarded as the international gold standard)?   
If yes, please include the details here.  If no, then explain what compensation 
will be available and under what conditions. 
No injuries known that will happen to your child, and there are no major risks anticipated. 
 
Will you or your child be paid to take part in this study and are there any costs 
involved? 
 
You or your child will not be paid to take part in the study.   There will be no costs 
involved for you if your child does take part. (Edit as applicable) 
 
 
Is there anything else that you should know or do? 
 
 You should inform your family practitioner or usual doctor that your child is 
taking part in a research study.  (Include if applicable) 
 You should also inform your medical insurance company that your child is 
participating in a research study (Include if applicable) 
 You can contact Dr…………….. at tel…………… if you have any further queries 
or encounter any problems. 
 You can contact the Chairperson of the University Research Ethics Committee 
if you have any concerns or complaints that have not been adequately 
addressed by your child’s study doctor. 
 You will receive a copy of this information and consent form for your own 
records. 
 
 
Assent: Children with an age of 7 and above must give assent to participate in research 
 
Declaration by parent/legal guardian 
 
By signing below, I (name of parent/legal guardian) …………………………………...……. 
agree to allow my child (name of child) ………………………………….… who is ………. years 
old, to take part in a research study entitled: THE PERCEPTIONS OF ADOLESCENTS 
REGARDING INDUCED ABORTION IN THE TWO PUBLIC HOSPITALS IN EAST 
LONDON, EASTERN CAPE, SOUTH AFRICA. 
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I declare that: 
 
 I have read or had read to me this information and consent form and that it is 
written in a language with which I am fluent and comfortable. 
 If my child is older than 7 years, he/she must agree to take part in the study and 
his/her ASSENT must be recorded on this form. 
 I have had a chance to ask questions and all my questions have been 
adequately answered. 
 I understand that taking part in this study is voluntary and I have not been 
pressurised to let my child take part. 
 I may choose to withdraw my child from the study at any time and my child will 
not be penalised or prejudiced in any way. 
 My child may be asked to leave the study before it has finished if the study 
doctor or researcher feels it is in my child’s best interests, or if my child do not 
follow the study plan as agreed to. 
 
 
Signed at (place) ......................…........…………….. on (date) …………....………………. 
 
 
 
 .....................................................................  ..................................................................  
Signature of parent/legal guardian Signature of witness 
 
 
Declaration by investigator 
 
I (name) ……………………………………………..……… declare that: 
 
 I explained the information in this document to ………………………………….. 
 I encouraged him/her to ask questions and took adequate time to answer them. 
 I am satisfied that he/she adequately understand all aspects of the research, as 
discussed above 
 I did/did not use an interpreter (if an interpreter is used, then the interpreter must 
sign the declaration below). 
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Signed at (place) ......................…........…………….. on (date) …………....………..  
 
 .....................................................................  
Signature of investigator  
 
 
Declaration by interpreter (Only complete if applicable) 
 
I (name) ……………………………………………..……… declare that: 
 
 I assisted the investigator (name) ………….…………………………. to explain the 
information in this document to (name of parent/legal guardian) 
……...………………………... using the language medium of Afrikaans/Xhosa. 
 We encouraged him/her to ask questions and took adequate time to answer 
them. 
 I conveyed a factually correct version of what was related to me. 
 I am satisfied that the parent/legal guardian fully understands the content of this 
informed consent document and has had all his/her questions satisfactorily 
answered. 
 
 
Signed at (place) ......................…........…………….. on (date) …………....……… 
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ANNEXURE E 
 
NAME OF APPLICANT N SIDLOYI 9303588  Ethics Human 2011  
<<Approved >>  OFFICE USE ONLY 
Ref: Date:  
 
 
                                           
Ethics Research Confidentiality and Informed Consent Form 
                                            Information to participants 
Dear participant  
 
I Nozitulele Sidloyi am conducting research regarding “Perceptions of adolescents regarding 
induced abortion in two public hospitals in East London Eastern Cape”.  I am Interested in 
finding out more about induced abortion, its causes, and to come up with recommendations 
to reduce the high rate of induced abortion .We are carrying out this research to help come 
up with evidence base practice to try and prevent this scourge, to empower young women 
on prevention strategies. The method used is both emancipatory and transfomatory.  
Please understand that you are not being forced to take part in this study and the choice 
whether to participate or not is yours alone. However, we would really appreciate it if you do 
share your thoughts with us. If you choose not take part in this interview, you will not be 
affected in any way.  If you agree to participate, you may stop me at any time and tell me 
that you don’t want to go on with the interview. If you do this there will also be no penalties 
and you will NOT be prejudiced in ANY way. Confidentiality will be observed professionally. 
I will not be recording your name anywhere on the interview guide and no one will be able to 
link you to the answers you give. Only the researcher will have access to the unlinked 
information. The information will remain confidential and there will be no “come-backs” from 
the answers you give. 
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The interview will last for approximately 30-45 minutes. I will be asking you questions and 
ask that you are as open and honest as possible in answering these questions. Some 
questions may be of a personal and/or sensitive nature. I will be asking some questions that 
you may not have thought about before, and which also involve thinking about the past or 
the future. We know that you cannot be absolutely certain about the answers to these 
questions but we ask that you try to think about these questions. When it comes to 
answering questions there are no right and wrong answers. When we ask questions about 
the future we are not interested in what you think the best thing would be to do, but what you 
think would actually happen.  
If possible,  I would like to come back to  your  area once I have completed my study to 
inform you and your community of what the results are and discuss my  findings and 
proposals around the research and what this means for people in this area. 
INFORMED CONSENT 
I hereby agree to participate in research regarding “Perceptions of adolescents regarding 
induced abortion in public hospitals in East London Eastern Cape”. I understand that I am 
participating freely and without being forced in any way to do so. I also understand that I can 
stop this interview at any point should I not want to continue and that this decision will not in 
any way affect me negatively. 
I understand that this is a research project whose purpose is not necessarily to benefit me 
personally. 
I have received the telephone number of a person to contact should I need to speak about 
any issues which may arise in this interview. 
I understand that this consent form will not be linked to the questionnaire, and that my 
answers will remain confidential. 
I understand that if at all possible, feedback will be given to my community on the results of 
the completed research. 
…………………………….. 
Signature of participant    Date:  
 
I hereby agree to the tape recording of my participation in the study  
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ANNEXURE F 
 
Sue Matthis 
B A (Hons) 
 
 
Cell: 0837817646 
e-mail:suematthis@gmail.com 
1 Oden Place 
Douglasdale 
@191 
 
TO WHOM IT MAY CONCERN 
 
 
This serves as confirmation that Nozitulele Sidloyi submitted her master’s thesis, 
Perceptions of adolescents regarding induced abortion in public hospitals in East 
London, Eastern Cape, South Africa, to me for proofreading and language editing. 
 
 
 
S E Matthis 
17 May 2017 
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 ANNEXURE G 
 
 INTERVIEW     GUIDE 
 
PERCEPTIONS OF ADOLESCENTS REGARDING INDUCED ABORTION IN TWO 
PUBLIC HOSPITALS IN THE AREA OF EAST LONDON, IN EASTERN CAPE 
SOUTH AFRICA. 
 
 
Section A: 
  
 DEMOGRAPHIC DATA 
 
Age:  
 
NAME OF INSTITUTION: 
 
 
SECTION B: 
 
INTERVIEW QUESTION: 
 
The research question framed was: 
-What are your perceptions regarding induced abortion? 
N.B: Probing and follow –up questions were guided by the participants’ response. 
 
 
 
 
 
 
   
  98   
 
 
 ANNEXURE H 
 
 
Maternal and Infant Profile 
Study ID: YAKO081SSD01 
Site:   HOSPITAL- A 
Date: 13/03/2016 
Instructions 
Please fill in the blanks or circle the appropriate answers. 
 
Mother 
 
Demographic Information 
 
1. Residential area ___________________ 
a.      City or________________________ 
Rural___________________________ 
 
2. Age________________________ (Yrs.) 
3. Your marital status 
 a. Single-never married 
 b.  Married 
 c. Divorced 
 e.  Separated 
 f. Co-habiting 
   
  99   
 
4. Your religious affiliation. 
 a. Methodist 
 b. Catholic 
 c. Anglican 
 d. Lutheran Church 
 e. Seventh-Day Adventist 
 f. Other: Specify _____________ 
5. With whom do you live? (Select all who apply) 
 a. Alone (with child) 
 b. Own mother 
 c. Own father 
 d. Own mother and father  
 e. Husband 
 f. Other relatives 
 g. Friends 
 h. Other: specify_________________ 
6. What was the last year of school you completed? 
 a  Never attended school 
 b. 1-7years  
 c. 8-11 years 
 d. 12 years 
 e. Tertiary education 
7. Are you presently a student, employed or unemployed? 
 a. Student      
 b. Formally employed full time 
 c. Formally employed part-time 
 d. Informally employed 
 e. Unemployed 
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 f. Other: specify 
8.  Is your spouse or partner presently a student, employed or unemployed? 
 a. Student      
 b. Formally employed full time 
 c. Formally employed part-time 
 d. Informally employed 
 c. Unemployed 
 d. Other: specify 
9. What is your main source of current financial support? 
 a. Own job 
 b. Parents 
 c Husband 
 d. Other: specify 
10. Given these amounts of total monthly income, please circle the letter that 
matches the income your household receives before taxes. 
MONTHLY 
 a. R0   to     R499.00 
 b. R500.00 to    R999.00 
 c. R1000.00  to  R1, 999.00 
 d. R2, 000.00 to R2, 999.00 
 e. R3, 000.00 to R3, 999.00 
 f. R4, 000.00        to R4, 999.00 
 g. R5, 000.00 and above. 
 h. Don't know 
11. How well does the amount of money you have, taken care of your needs? 
 a. Very well  
 b. Fairly well  
 c. Poorly   
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PERCEPTIONS OF ADOLESCENTS REGARDING INDUCED ABORTION IN TWO 
PUBLIC HOSPITALS IN THE AREA OF EAST LONDON, IN EASTERN CAPE 
SOUTH AFRICA. 
 
Section A.  DEMOGRAPHIC DATA 
 
Age: 
 
NAME OF INSTITUTION 
 
SECTION B 
PERCEPTIONS ON INDUCED ABORTION QUESTION. 
1. What are your perceptions regarding induced abortion? 
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
________________________________________________________________ 
 
Thank you for your participation. 
Researcher: _________________________________________ 
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